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CHAPTER I
INTRODUCTION
This century has witnessed many works on the subject 
of suicide, both sociological and medical in nature.'*'
Gradually there has been a convergence of the two perspectives, 
both on the theoretical and practical levels, particularly in 
terms of the relevance of interpersonal relations to suicide. 
However, the convergence is yet embryonic, especially when 
examined in the light of implications for suicide prevention.
Despite all societal efforts to incorporate research
findings into programmes for prevention, suicide rates
2generally remain stable over long periods of time. One
recent exception is Australia during the decade 1955-1965;
there was a marked rise in the suicide rates of women and
3young people, together with an overall increase. Suicide in 
Australia is one of the four leading causes of death, trailing 
only heart disease, cancer, and motor accidents - "our modern
4epidemics". There also has been an increase in the number of 
deaths due to self-administered overdosage of drugs, which
5often have been medically prescribed.
These facts prompt an interest in why suicide rates are 
not diminishing, when so much accumulated knowledge is atg
hand. Admittedly, suicide has assumed greater medical 
importance, since many of the killers of earlier generations 
such as poliomyelitis, tuberculosis and diphtheria have 
virtually been eliminated by the discovery of antibiotics and
- 2-
the development of vaccines. Such contemporary mutual 
concern of the sociological and medical perspectives (as they 
relate to suicide rates on the one hand, and enhanced medical 
interest in suicide on the other) raises the following question: 
Is there some missing element which would be evident from 
interdisciplinary research but which would not emerge from 
purely medical, or purely sociological, research programmes?
One such element appears to be a clear profile of the completed 
suicide, which, as an entity, has escaped the attention of both 
disciplines.
Chapters II and III trace the steps towards synthesis
of the sociological and medical perspectives. They show that
the sociologist's chief concern has been with suicide rates,
and the medical practitioner's chief concern has been with the
identification and treatment of the potentially suicidal 
7individual. In part, the latter may be drawn from those who 
have already attempted suicide, and the medical researchgprogrammes often are focussed here. In both chapters the 
argument is to demonstrate how once divergent perspectives, 
however unwittingly, gradually have merged their research 
orientations for purposes directed at suicide prevention. Due 
to the methodological problems inherent in any approach to 
suicide, results have not been dramatic.
Much research into suicide presupposes an orientation 
towards prevention, despite the value-judgment thus entailed. 
Such is the perspective of the present thesis. However, no 
matter what position one takes on whether a man has the right 
to take his own life, this debate is not considered as an
- 3 -
9issue in the thesis. "Like any other form of death, suicide 
carries with it the idea of tragedy. Unlike other forms, 
however, it is considered in most societies to be not only 
tragic but avoidable, and this avoidability stamps it as a 
social problem".^
At the interpersonal level the tragic element clearly 
is evident. Suicide often represents the end-point of a 
period of suffering and despair for the victim, and possibly 
his family and friends. More importantly for the family, 
suicide in a member prefaces a period (possibly a lifetime) of 
guilt, self-reproach, mental problems, and the likelihood of 
suicidal behaviour in other members. "... No disorder or 
disease - leaves such a terrible backwash of sorrow, pain, 
regret, confusion and guilt among those left behind than does 
death by suicide".^ '*'
The causes and effects of suicide reach far beyond the 
victim himself into the circle of family, friends, associates 
and professional advisers. Such interpersonal involvement, 
along with the premature death, the condemnatory gesture 
towards society, and the societal wastage which suicide always 
represents, lends support to the idea that suicide is as much 
a social problem as an individual one.
The perception of suicide as a social problem, a public
health problem, or a problem in deviance, implies a society's
desire for its diminution, if not its complete elimination.
Because large-scale preventive measures have not so far been
12successful in diminishing suicide rates, there appears to be 
a need for further research. If the completed suicide has been
- 4-
a neglected topic of research, one needed approach is to 
focus on the characteristics of the completed suicide. This 
would require gathering data in relation to such factors as 
personality development, interpersonal relationships, 
precipitating factors, in addition to the more usual 
demographic data.
For statistical purposes the definition of what
constitutes the completed suicide lies, generally, in the
13hands of the coroner. He bases his decision on which cases
coming before him should be labelled as "suicide" from the 
evidence produced in court. Personal feelings may very much 
affect the type of evidence which emerges in this setting, 
again because suicide carries with it the idea of tragedy. 
Whatever valuable material regarding the victim's interpersonal 
relationships may come forth at the inquest, it must be 
recognised as only the tip of the iceberg for the reasons 
presented in Chapter IV. Although the legal setting is seen 
as a present starting point and a future central focus for 
the study of the completed suicide, Chapter IV demonstrates 
that the methodological problems associated with suicide are 
partly a product of the inquest situation.
Finally, in order to examine some of the problems at 
firsthand, a study of coroners' records in the Australian 
Capital Territory was made for the years 1969-1971, in relation 
to all possible suicides occurring in that period. Chapter V 
explains the method for the study, and Chapter VI reports the 
findings. Fortyfour cases were studied on as broad a spectrum 
of characteristics as the records permitted, with two 
sociological frameworks (incorporating psychological factors)
- 5 -
providing the frame of reference: (1) Gibbs' thesis that the
etiology of suicide lies in disruption of social relations;^
and (2), Atkinson's model stressing the importance of others
being present at all stages of the processes leading to suicide,
15including after death (i.e., at the inquest). The reason for
departure from the traditional sociological methods of examining
suicide rates is that bare statistics tend to mask not only the
technical and legal problems but also some of the underlying
human problems with which most people can identify, empathise
and perhaps ultimately understand. As Lipton has noted,
16"Statistics don't bleed". They also tell only part of the 
story, as is evident in Chapters V and VI.
The A.C.T. study was undertaken in order to determine
the problems in making a detailed retrospective examination of
the completed suicide from official records. The results
indicate that suicide is not always easy to identify even in
official records and that an adequate profile of the completed
suicide is not easy to reconstruct. Although the population
studied was relatively small, forty-four self-inflicted deaths
is more than most people are likely to encounter in a 
17lifetime. In any case, the basic detail in such records has 
the capacity for fuller utilisation in research programmes aimed 
at prevention. However, the particular findings of the A.C.T. 
study were not considered as part of the overall conclusions, 
except in relation to the research potential of the records.
The conclusion, Chapter VII, shows that the approach 
towards synthesis of the sociological and medical perspectives 
on suicide has enlarged the understanding of, if not resolved,
- 6-
research problems inherent in the subject of suicide as a
social problem. The many interpersonal variables operating
even in the processing and labelling of the cause of death
tend to push suicide into a unique pigeonhole. The definition
of suicide as a social problem has arisen from a degree of
synthesis between the disciplines, especially in the emphasis
18on personal relationships.
Increased understanding of the problem of suicide may
lie in progressive utilisation of coroners' records,
supplemented by personal follow-ups of people close to the
suicide victim who may give some insight into precipitating
factors. Because all suicidal deaths occurring in a particular
area must be processed through the court, the latter acts both
as an end-point for processing and a starting-point for
research. In effect, one may consider the court as a general
catchment area which is in many cases the sole repository of
the information contained there. Sociologists and medical
researchers could with benefit collaborate on this information
to emerge with a more adequate profile of the completed
suicide. Since most studies have shown that about two-thirds
19of completed suicides have had recent medical contact, the 
medical perspective alone can try to assist in telling only 
that two-thirds of the story, at the most. For the remaining 
one-third who have not had recent medical contact, a combined 
approach would be even more useful. There may be a possibility 
of eliciting from relatives early signs and symptoms of 
physical or mental illness, which could have been amenable to 
treatment if detected sooner by others. Future recognition of 
similar signs in a person may possibly prevent his arriving at
- 7-
the same end.
The thesis attempts to tie together some of the
interdisciplinary threads concerned with suicide. Partly
because suicide is considered a form of deviance it is the
concern of many disciplines such as philosophy, psychology,
the law, sociology, and medicine. While most of these have
their own particular perspective on the subject, the usually
divergent views of Dürkheim and Freud did converge at least on
the notion that the maintenance of a cohesive society was
partly dependent on the existence of a pool of deviance, towards
20which indignation and anger could be directed. Although
their comments on the need for deviance did not specifically
include suicide, there is no reason to believe that they would
have specifically excluded it. Suicide may be the one form of
deviance that can never be eliminated, since, unlike most
other forms, which are presented with limited opportunities and
often require mutual interdependence for success, the opportunity
21for committing suicide is virtually always present.
From the interpersonal and preventive aspects the best 
that can be hoped for at present is that the suicide rate be 
kept at a minimal level by avoiding some of the social 
situations and precipitating factors that have operated in the 
lives of those who have committed suicide. Research directed 
towards this end may help to counteract the "technological 
breakthrough" of self-administered drug overdosage, cynically 
proposed by Alvarez as constituting the contemporary problem:
"In suicide, as in most other areas of activity, there has been
a technological breakthrough which has made a cheap and 
relatively painless death democratically available to everyone.
- 8-
Perhaps this is why the subject now seems so central and
so demanding, why even governments spend a little money on
finding its causes and possible means of prevention." 22
- 9-
CHAPTER II
The Sociological Perspective on Suicide: Steps Towards
Synthesis with the Medical Perspective
Sociology has contributed significantly to the study of
suicide via the examination of variations in suicide rates,
both within and between different cultures, the purpose usually
being to delineate the social factors which predispose
populations to high suicide risk. In pursuing this approach
there has been a tendency to minimise psychological factors,
thus creating a sociological-psychological dichotomy in research
on suicide.'*' Certainly the populations with which each
discipline deals are different. Psychiatrists, who have in
the past represented the main medical perspective on suicide
research, concentrate on the population of mentally disturbed
2people, many of whom have attempted suicide. Sociologists
focus on completed suicides insofar as they are reflected in 
3suicide rates. But, the distinction is not inherent in the 
two perspectives. Indeed, Gibbs argues that this is a sterile 
controversy because it cannot be expected that a theory which 
purports to explain variations in the suicide rate should be 
judged in terms of how well it explains why some individuals 
commit the act and others do not. Although Gibbs claims that 
the ultimate theory will provide an answer to both general 
questions, he thinks "it is most unrealistic for any theory to
4do so". Presumably he means that such a hope is unrealistic 
in our present state of knowledge.
The reason for such a dichotomy may be due to the fact 
that most sociological work, until recent years, has been based
5on Dürkheim's Suicide. People of "unsound mind" would be
precluded from Dürkheim's definition of suicide. (The term
- 10-
itself was legally and historically introduced to soften the 
blow of felo-de-se with all its ramifications of stigma and 
property confiscation, which was not put into effect if it 
could be proved that the victim was of "unsound mind").
Dürkheim emphasised that "social facts (e.g., suicide rates) 
must be studied as things" external to and uncontrolled by the 
individual in society, which in itself is an entity superseding, 
and independent of, its component parts. Dürkheim's basic 
thesis was that the suicide rate of a population varies 
inversely with the degree of integration of social groups ingwhich the individual participates. He demonstrated that the
rates could be correlated with various populations, which he
perceived as possessing varying degrees of cohesion or
integration; for example, the married, because of greater
integration, possessed a higher coefficient of preservation
(lower suicide rate) than the unmarried, widowed or divorced;
the same protection was afforded Catholics over Protestants,
the young over the old, the civilian population over that of
9the military, those with children over the childless, etc. 
Although Dürkheim paid some attention to what he called "extra­
social factors", for example, cosmic, psychological, those 
relating to physical and mental illness, alcoholism, race and 
imitation, he dismissed their significance for the explanation 
of suicide rates. One reason was that he saw both the diversity 
and constancy of meanings attached to such psychological factors 
as motivations, by participants in the act of suicide, their 
significant others, and the categorisers of the death. He could, 
therefore, see no value in further analysing this particular 
"extra-social factor"."*-^  The neglect of psychological 
factors may have been because the insights emanating from
- 11-
developments in psycho-analysis were not available to 
Dürkheim, as Freud's initial work on the subject appeared 
only after Dürkheim's death.'*"'*'
Dürkheim is believed to have entered the controversy 
centred on suicide for two central reasons. First, there was 
a wealth of existing material on the subject, both substantive 
and statistical, on which he could draw in order to argue his 
case. Second, he saw that by integrating, elaborating on, and 
contradicting some of this material, he would be in a position
12to establish sociology as an independent scientific discipline.
As Douglas notes, the idea of using a study of suicide to
demonstrate the need for such a science probably struck
Dürkheim as ideal precisely because the common-sense view of
suicide was that it was an intensely individual act. "The
contradiction of common-sense would be a dramatic demonstration,
just the sort of thing scientists have always used to justify
13their existence to a skeptical public". The study of
suicide rates presented Dürkheim with a formulation for the
broader elaboration of his ideas of man and society, a
14fundamental concern in all his work. For Dürkheim, the
"collective conscience" was the over-riding entity responsible
15for the social order. In certain circumstances it could be
diminished or erased if man's passions were allowed to go
uncontrolled. The "collective conscience" exercised the
16controlling force which made society possible.
Dürkheim's definition of suicide emerged as "all cases 
of death resulting directly or indirectly from a positive or 
negative act of the victim himself which he knows will produce
- 12-
17the result". He also defined an attempt at suicide as an
18act of this nature, but which falls short of actual death.
There has been one major criticism of Dürkheim's work in 
relation to these definitions: that the entire methodology of
Suicide was based on the assumption that all categorisers of 
deaths would carry such a definition around in their heads.
If they did not, then the social suicide rates would not show 
what Dürkheim intended them to show. Hence, this critical 
attention has been directed towards the incongruity of carefully 
evolving a definition, and then proceeding to ignore it in 
subsequent analysis.^
The crucial point in the definition is "intent".
Although this is a part of all legal definitions (e.g.,
20"self-murder with malice", where "malice" means "intent") it is
obviously something that cannot be verified by an observer
or investigator, in most instances, but can merely be inferred.
Thus may be seen the difficulty in categorising any individual
case as "suicide", for even one of the most comprehensive
guidebooks for coroners does not state what constitutes evidence 
21of "intent". One would expect much individual variation in
categorisation, thereby calling into question the validity of
suicide rates, which are derived from such categorisations.
Because of the constancy of the suicide rate, Dürkheim
apparently accepted its validity as a social fact, its being
'bf a factual order, unified and definite, as is shown by both
22its permanence and its variability". Yet, simultaneously, 
he rejected the official designation of motives with their 
potential for explanation of rates, precisely because they 
exhibited the same properties of "permanence and variability"
- 13-
which made the study of the rates an appropriate sociological 
23exercise.
In accounting for the differential suicide rates of
different sub-groups within a society, Dürkheim postulated
♦three main types of suicide: egoistic, altruistic, anomic,
adding a fourth - fatalistic - in a footnote.^ Giddens has
interpreted these as not so much types of suicide as types of
25social structures predisposing to high suicide risk. The
egoistic and altruistic types are polar opposites. The former
results from insufficient integration into the group, and is
2 6characterised by a state of apathy. The latter results from
over-integration in the group, with excessive energy and zeal
for conformity to group norms. Anomie and fatalism seem to be
more generalised states of society than states of relationship
27between individual and group. With anomie there is a lack
of societal regulation by rules. Fatalism, however, is
characterised by hyper-regulation of the society, as in the
case of slavery, imprisonment, or young marriage, when a form
of "closed system" may be said to exist. Obviously, these
four types of suicide are not mutually exclusive, and the
distinction between them and between individuals, groups and
2 8the society, are somewhat blurred.
Some of the confusion surrounding these terms has
29recently been demonstrated and elucidated by Mawson. He
lists the numerous meanings attributed to anomie by different 
sociologists: they range from "normlessness", "meaninglessness",
"powerlessness", "isolation", "self-estrangement" to "a form 
of alienation". Mawson suggests that anomie could best be
- 14-
defined as a state of de-regulation of the passions, and
30egoism as a state of de-regulation of the intellect. He
points out the contradictions which Dürkheim himself displays
in claiming that the "collective conscience" - not the
individual - controls human behaviour, by referring to
Dürkheim's assertions that both egoistic and anomic suicide
can be reduced by re-integrating individuals into group life.
This assertion, Mawson says, indicates that "not only does
Dürkheim's criterion of externality represent a sort of
mysticism, but in suggesting that human beings can control
one another's behaviour, he contradicts his chief assumption
that regulation can only be exercised by an external agency
31independent of individuals and groups". In condemning 
Dürkheim's vacillation on this theoretical issue, Mawson 
suggests that sociologists' confusion has sprung from it.
This in turn has led to contemporary emphasis on methodological 
expediency, for example, " operationalisation", which has 
prevented the expansion of substantive theoretical work in 
this field.^
There appear to be many reasons why Dürkheim's work,
despite its limitations, has acted as a model for most
sociologists. In part there may be the element of idolatry of
33the "founding father", but whatever the shortcomings of
Suicide, it is difficult to dispute that Dürkheim did set a
scientific model for sociology. He developed an overall
theory, defined his terms, statistically analysed his data,
in the process of which he pioneered the statistical concepts
of the intervening variable and multivariate analysis, and
from his conclusions made recommendations for alleviation of 
34the problem. Nevertheless, the vagueness of his concept of
15
social integration has possibly been the reason for the
criticism made by Mawson. There has been too much empiricism
at the expense of theory in most sociological works on suicide,
with the result that they either confirm or dispute Dürkheim's
35empirical findings.
Apparently there has been only one attempt to
"operationalise" the term " social integration" in sociology,
and this has been made by Gibbs and Martin in Status
3 6Integration and Suicide. Taking their point of departure
from Dürkheim's notion that the suicide rate varies inversely
with the degree of social integration, they argue that if
empirical referents could be specified in terms subject to
measurement, then the next logical step in advancing Dürkheim's
37work could be achieved. They adopt the notion of status 
integration as an index of role configurations, which in turn 
are indices of patterns of social relationships, which in turn 
are indicators of patterns of stability and durability of 
social relationships, hence, of social integration. However, 
the connection between social integration and status 
integration is not clear. This work seems to have many of the
faults of Dürkheim's plus, according to Douglas, a few of its
38 39own. It omits any consideration of psychological factors,
but achieves a rank order of prediction of suicide in various
societies and sub-societies. However, in an earlier paper,
Gibbs, in conjunction with Porterfield,^ pays tribute to the
need for an understanding of psychological factors in suicide
by specifying that these could only be revealed through
longitudinal studies which take into account the family
conditioning of children who later develop suicidal tendencies.
- 16-
This would obviously be an overwhelmingly difficult task. In 
Gibbs' latest book on suicide he postulates that "the suicide 
rate of a population varies inversely with the stability and 
durability of social relationships within that population".
He extends it on the individual level as well, to propose the 
combined ideas as a step on the way to synthesis of the 
sociological and psychological approaches to suicide.^
Although Gibbs and Martin omitted consideration of
psychological factors, there have been other sociological
works which have aimed at tempering the psychological with 
42 43the social. Henry and Short express the goal of 
searching for a connection between the economic correlates of 
suicide and homicide and their social and psychological 
aspects. They make three fundamental assumptions:
(1) aggression is often a consequence of frustration;
(2) business cycles produce variation in the hierarchical
ranking of persons and groups; and
(3) frustrations are generated by interference with the
"goal response" of maintaining a constant or rising 
position in a status hierarchy, relative to the status
position of others in the same status reference
, 44system.
By drawing on the work of Dürkheim in relation to the concept
45of status position, and of Weber in relation to the concept
46of the strength of the relational system, Henry and Short 
postulate that the strength of external restraint to which 
behaviour is subjected varies positively with the strength of 
the relational system, and inversely with the position in the
- 17-
status hierarchy. The term "external restraint" is defined
as the degree to which behaviour is required to conform to
4 7the demands and expectations of other persons. They
suggest that when external restraints are weak, aggression
generated by frustration will be directed against the self,
and when external restraints are strong, aggression generated
by frustration will be directed outwardly against another
person. In other words, one might expect high status groups
to be more likely to react to the frustration of, say,
economic depression by suicide, and low status groups by
homicide. Their findings were that although suicide and
crimes of violence in the United States fluctuated in the
opposite direction to the suicide rate, they correlated
positively with the business index. There was a particularly
noticeable fall in crimes of violence during periods of
depression. The authors' explanation for this apparent
paradox (in the sense that in depressions one would expect
everyone to experience more frustration and hence more
aggression), was that in times of depression, lower status
groups experience a relative gain. This is because, standing
on the lowest rung of the ladder anyway, they have less to lose
than the upper status groups, who are consequently brought
nearer to them in economic terms, and who react to the
frustration of their relatively much greater loss by suicide -
4 8the form of aggression appropriate to their status. The low
suicide rates of Negroes, relative to those of whites and
49relative to the homicide rates of Negroes, fit into such an
explanation. Evidence of a rising suicide rate among young
50Negro women in Chicago, as recently shown by Maris, lends
- 18-
support to the idea that rising suicide rates may be
correlated with, and perhaps may be even an index of, the
integration of underprivileged groups into the mainstream
of society. On the other hand, they may be more of an
indicator of the stress and role conflict that absorption
into the economy and rising status involve. Thus, the
increasing suicide rate of women in Australia may be due to
either of these factors. In the Chicago study, Negro women
were found to have a higher suicide rate than both white
women and Negro men - a finding possibly accounted for by
the fact that Negro women often have been the sole supporters
51of their families. Hence, it is likely that the scales of 
Durkheimian preservation coefficients are weighted heavily 
against them.
Maris' work on Social Forces in Urban Suicide is an
attempt to outline the social profile of the completed
suicide in contemporary Chicago by selecting Dürkheim's major
hypotheses for empirical investigation. Like Gibbs and
Martin, he does not focus attention on psychological factors
but proposes to do this in a future book based on "the social-
52psychological dynamics of self-destruction". In the present
work he draws quite heavily on Henry and Short's concept of
"external restraint". He sees a fundamental conflict between
Dürkheim's categories of anomie and fatalism, the former
involving lack of regulation and the latter involving too
much. He asks how one can explain the same phenomenon (suicide)
with diametrically opposed concepts, and thinks that Dürkheim
may have relegated fatalism to a footnote in the hope that no
53one would notice this inconsistency. Maris believes that
- 19-
Durkheim underestimated the importance of fatalistic
suicides, especially as fatalism provided an explanation for
a significant proportion of suicides in his own study, for
example, those in lower status groups and in the Negro
population. In the Chicago data there was a prevalence of
high suicide rates among low status groups which could only
be explained by the strong vertical (i.e., power) and
horizontal (i.e., social), relationships to which these
people were exposed. Although the Negro rate was relatively
low, such suicides as occurred did so under conditions of
strong social constraint and were often the product of
retroflexed anger rather than hopelessness. As in Breed's
New Orleans study, they may have been disproportionately
associated with authority problems such as the police. Maris
concluded that if Dürkheim had paid more attention to the
social factors associated with race and alcoholism and
physical and mental illness he would not have dismissed them
from having a direct causal role. They all can be
incorporated within his framework if the psychological dimension
of internal restraint (or superego) is introduced. The latter
concept, Maris considers, is part of Henry and Short's
important contribution to explanation of the suicide rate, for
it underlines the need for interrelating both social and
54psychological variables. However, this dimension was 
introduced in their study in order to interpret differences 
in incidence of suicide and homicide which could not be 
accounted for in terms of the degree of external restraint 
over behaviour.^  ^
Among some sociologists in recent years there has been
- 20-
a divergence from the pattern of replicating the model laid
down by Dürkheim. This divergence has primarily taken the
form of questioning the meaningfulness of the use of official
statistics, as indicators of the rate of suicide in a
society. The concept of suicide has different connotations
for different individuals, and the final registration of a
death as suicide can be seen, and is dealt with by these
researchers as the end product of the interaction of several
57complex social processes. Douglas, in The Social Meanings
of Suicide, was the first to take this approach. He has been
supported by J. Maxwell Atkinson, who extends some of Douglas'
argument into a model which represents both criticism of and
explanation for the sociologist1s traditional approach, while
at the same time suggesting the incorporation of all approaches
into a context of interpersonal relations. Atkinson has also
5 8derived some of his theoretical insight from Wilkins, who 
sees suicide as the result of a series of selection processes 
leading towards or away from suicide. However, Wilkins refers 
only to two phases in the process which would lead to an 
improved theory of suicide: predisposing conditions, with due
recognition that these can be halted in their course; and the 
conditions under which a distinct and particular minority of 
persons are permitted to complete their intentions.
In the light of the doubt that has been cast on the 
reliability of the official suicide statistics (always on the 
assumption of underestimation), Atkinson has added a third 
phase. This is because he sees that the processes operating 
after death also play an important part in the determination 
of the final population of recorded suicides. His three
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stages in the suicide process are postulated as follows: 60
(1) The period leading up to and including the suicidal act. 
It is here that the observations about warnings and 
societal reaction to them are particularly important.
(2) The period between the suicidal act and death or other 
outcome, where intervention could make the difference 
between life and death.
(3) The period between death and registration as a suicide 
where the organisational processes for registering deaths 
may have an effect on which deaths come to be recorded as 
suicides.
The model is depicted diagrammatically as follows:^
The three stages in the processes leading to suicide being 
recorded as such:
General Population of a Society
Stage 1 : (A) Those who do
not commit 
suicidal acts
(B) Those who do 
commit suici­
dal acts
Stage 2: (A) Those who (B) Those who 
survive die
Stage 3: (A) Those deaths (B) Those deaths
not recorded recorded as
as suicide suicide
Atkinson says that in the past, sociologists have been 
interested in the characteristics of population 2 (B) and in 
comparing these with population 1 (A), yet they have turned to 
population 3(B) for their data, and have ignored the importance 
of the A/B differences at each stage. He continues: "In
particular, they have noted that more members of population 3(B) 
were "isolated" than those in population 1(A) and, as a result, 
most sociological explanations of suicide have been little
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more than variations of Dürkheim's theory of social
6 2integration and suicide". However valuable this model 
may appear in giving an overall picture of the suicidal 
process, there are deficiencies,in that no definitions of 
the various concepts are given. The author himself notes the 
difficulties of finding indicators for such concepts as 
"societal reaction", "intervention", "isolation" and, most 
difficult of all, "suicidal act". Nevertheless, he makes the 
point that the outcome of each stage is dependent on others 
being present. For example, for warnings to be heeded in 
Stage 1 there must be others to hear them; for self-damaging 
acts to be survived in Stage 2 there must (usually) be someone 
to obtain assistance; and for a death not to be recorded as a 
suicide in Stage 3, the presence of others at the inquest may 
be helpful. The third stage is a crucial one for testing, 
since the sociologist's traditional perspective on suicide 
through the study of suicide rates hinges upon what factors 
affect this basic unit. Atkinson's argument will lose some of 
its meaning for the suicide rates type of analysis if Stages 
2(B) and 3(B) are found to be highly correlated. However, the 
fact that he does pay tribute to the legal and social 
processes which operate in coronial inquiries to condition the 
definition of suicide in every case, lends support to the idea 
that the sociological perspective on suicide is moving towards 
that of the medical. This is because interpersonal factors 
and individual units are being considered by both disciplines, 
which are also taking into account the fact that initial 
information on the completed suicide may best be extracted 
from both inquests and inquest records, if these could be made
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available for research purposes. Atkinson's model 
epitomises the multidisciplinary perspective on suicide, at 
all stages making exploratory suggestions at the explanatory 
level.
In his total rejection of the Durkheimian model,
Jacobs also has contributed towards a synthesis of the
psychological and sociological factors in suicide with his
6 3study of suicide notes. He claims that Dürkheim abandoned
the search for a common denominator in the personal situations
of suicides before ever beginning it, because he had never
studied a specific case of suicide in detail.^ Dürkheim
dismissed the consideration of presumed motives for suicide
as being too constant for scientific use in finding the
65"causes" of suicide. This logic was difficult to follow
even for such a Dürkheim devotee as Halbwachs, since it was
the very constancy of the suicide rates which gave Dürkheim
6 6his grounds for the sociological investigation of suicide.
He must have thought that the constancy in regard to motives 
was based on too commonsense a notion of the definition of 
suicide to be of value in research. Since then, the wheel has 
turned full circle. Dürkheim's assumptions must be seriously 
questioned, even though in any case of completed suicide the 
presumed motives or precipitating factors are not always clear, 
even possibly to the subject himself, and even if he leaves a 
note stating his motives. But notes do take on a special 
significance in the event of suicide because of the 
difficulties in discovering motives after the event. Deference 
paid to the grief of relatives by the victim's associates - 
medical, legal, or otherwise, and the stigma surrounding
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suicidal death - prevent the pursuit of questions which may 
help to reveal motives. The legal function is to establish 
the cause of, rather than the motive for, death. One avenue 
towards the study of the completed suicide may then be 
through examination of suicide notes.
Thus, Jacobs found that the most fruitful method of
contravening Dürkheim's approach was by analysing material
left by the best possible authority on the subject - the
6 7suicide himself. Notes offered invaluable insight into
what it was that brought the individual to adopt this form
of behaviour, and contained an unsolicited account of the
victim's thoughts and emotions regarding his intended act,
and often what he felt was responsible for it. Jacobs
criticises the inability of previous researchers on individual
case histories (for example, psychiatrists, psychologists, and
some less positivistic sociologists), to explain suicide as a
conscious rational process. This has led them to infer the
"real" meaning of the suicide's story either by superimposing
on the data an unconscious irrational explanation or some
6 8other such synthetic system.
Quoting from studies undertaken in the United States, 
in which 12.5 percent of suicides in one, and 24 percent in 
another, left notes, Jacobs found there to be no difference 
in the social, mental or physical conditions of those leaving 
and not leaving notes; and, with few exceptions, the notes 
were coherent. By extending the concept of trust violation 
(from Cressey's work on embezzlement in Other People's Money^
to the act of suicide, i.e., the individual's violation of
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the sacred trust of life, and to the verbalisations he must 
entertain in order to reconcile the image of himself as a 
trusted person with his act of trust violation (suicide),
Jacobs was able to find six categories of notes representing 
these verbalisations. He concluded that a fuller 
understanding of suicide will emerge only if one's 
procedures for "transcending the data" do not end by ignoring 
it, and that the "data" transcended ought to have some direct 
relation to the real life phenomenon under study, i.e., suicide. 
The six categories of notes were as follows: (1) "First form"
notes, (all characterised by the author's begging forgiveness 
or requesting indulgence); (2) Illness notes (when the author 
feels he does not need to request indulgence, for example, if 
he has an incurable disease, suffering great pain, etc);
(3) Notes of direct accusation; (4) Last Will and Testament;
(5) Notes of instructions; (6) Precautions taken to exclude 
this world's problems from the next world. The lastmentioned 
showed that religious convictions do not appear to be 
ultimately binding on the individual as a constraint against 
suicide, since one tends to interpret religious dogma as one 
has a need to interpret it. Only four of the one hundred and 
twelve notes studied did not fit into these categories.
In theory, Jacobs' approach appears to have valuable 
potential, in that it is virtually the only access one would 
ever have to the principal actor in the suicide drama. But 
it is difficult to believe that there are no differences 
between note-leavers and non note-leavers in their physical, 
mental, and social states. The act of writing a note 
presupposes a social need for communication, of whatever type.
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It is unlikely that a person living alone, for instance, 
would leave a note unless he was the possessor of a large 
social conscience which caused him to inform the authorities 
of his motives for research purposes. Only the first and 
last types of notes would give much insight into hidden 
motives, for the illness and direct accusation types seem 
obvious (except in the latter, another person or persons is 
incriminated and thus revenged upon), and the "Last will and 
testament" and "instruction" types do not tell anything about 
motives as a general rule. The reliability of using notes 
as a source of data is also open to question because of 
propensity for their concealment by relatives. However, 
despite Jacobs' assertion that superimposition of inferred 
explanations is often made by researchers on the verbalisations 
produced by individuals, one cannot resist agreeing with Wrong 
when he states - outside the context of suicide - that although 
"psychological variables" are taught to be looked upon with 
suspicion by sociologists, the latter cannot fail, at the 
level of theory, to make assumptions about human nature, and 
these must be made explicit. He adds; "We must do better if 
we really wish to win credit outside our ranks for special 
understanding of man, that plausible creature whose wagging
70tongue so often hides the despair and darkness in his heart".
This assumption comes nearer to that of the psychologists
than does Jacobs', whose opposite assumption is yet subject to
independent verification in relation to the pen rather than
the tongue. Suicide, again, is a special situation where, in
the freedom and relief of having arrived at a decision, coherent
71communications may perhaps be taken at face value.
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Thus, the time has arrived where broader perspectives 
are being considered by sociologists,both outside and inside 
the study of suicide. Gibbs has proposed the broadest 
thesis, as a step on the way to synthesis of medical and 
sociological perspectives, by his postulation that disruptions 
in social relations are the etiological factor in suicide.
The methodological problems in testing such a thesis are 
vast, but working at a solution makes the convergence of the 
sociological and medical perspectives a nearer possibility.
- 28-
CHAPTER III
The Medical Perspective on Suicide:
Steps Towards Synthesis with the Sociological Perspective
Traditionally, medicine has depended on psychiatry for
guidance on the subject of suicide.'*' Relevant psychiatric
theory was originally derived from Freud's analysis of 
2melancholia and this thesis was later expanded by Menninger in
3Man Against Himself. Menninger's concept of suicide was 
composed of a balance between three psychic elements: the wish
to die, the wish to kill, and the wish to be killed. One of 
these may be uppermost in the mind of the suicidal person. The 
wish to die (Menninger's addition to Freud's idea that suicide 
is retroflexed murder)^ is usually a "giving up" process, which 
is observable in many depressions, although it is not always
5either a component of suicidal thought or a characteristic ofg
depression. It may be directly related to religious beliefs 
which promise reunion with a loved person after death. Such 
anticipations often outweigh the sanctions imposed by the
7religion against suicide.
In part, the sociological-psychological dichotomy in the 
research on suicide has been perpetuated by medical factors:
(1) the medical practitioner's traditional one-to-one 
relationship with his patient, leading to research based on
ocase studies rather than statistics; (2) the participant- 
observation nature of any research he may do, which means that 
if he is an efficient predictor of which patients are likely to 
be suicidal and the more efficient his therapy, the more likely 
is his prediction to be negated; and (3) his interest in
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attempted suicide rather than completed suicide, since the 
latter is, in every sense, "beyond him".  ^ The former, on the 
other hand, is alive and talking and perhaps able to give an 
account of his attitudes and motives. The medical practitioner 
may then be able to incorporate this knowledge into a 
preventive programme for attempts at suicide, both at the 
individual and general level.^
The last factor has left the completed suicide in
no-man's-land for, although the latter does provide the
sociologists' basic datum, the characteristics of the attempted
suicide cannot be extrapolated to the completed suicide, and
vice versa. According to Stengel, they make up "distinct but
12overlapping populations". In addition, "attempts" at suicide
are even more difficult to define for purposes of scientific
13research than "suicide" because this may depend on how much
the resuscitated victim wishes to communicate to others, even
if he does understand his motives. The definition of suicide,
on the other hand, is aided at least by the verifiable fact of
death. No further communications from that source can complicate
and confuse the issue. The attempt at suicide may often be
regarded as a communication or "cry for help" which, if heard
14and heeded, may never be repeated.
The relevance of the vaguely defined suicide "attempt"
for "suicide" is, however, that a small and varying proportion
of attempted suicides will, within a certain period, complete
15suicide if not given psychiatric treatment. It has
been suggested that all people making suicide attempts should 
be offered firm alternatives to violence, in the form of
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hospitalisation and psychotherapy, to help resolve the
frustration and despair that they perceive in their life 
16situations. Such a suggestion is not implying that all people
who attempt suicide are emotionally disturbed, so much as
implying that all people who treat attempts at suicide are not
able to pinpoint the appropriate proportion of people who are
at risk of completing it. By continuing therapy for all such
people, however, there could be wastage of already limited
resources. There may also be dangers in labelling as ill
the people not really in need of such care. A more efficient
18approach would be in identifying the high risk profile and 
treating him by methods which have been properly evaluated.
Apart from people who have attempted suicide, Gibbs
postulates that the reason that so many potential suicides do
end up in the hands of psychiatrists may be due to the
difficulties they experience in trying to make a life-or-death
decision in a society whose attitude towards suicide is largely 
19ambivalent. Because the topic is still taboo and the person
does not have the opportunity of discussing his problem with
others who have achieved this end, he can only turn to a
20professional as his sole confidante. As a result of his
approaching this type of help, he may become labelled as
mentally ill, both by the psychiatrist and the wider society
21(which may then tend to reject him), or he may become mentally
ill as a result of his agonising indecision. Although Gibbs does
not seem to allow for the possibility that the person may have
been mentally ill in the first place, this is an interesting
idea which appears to carry with it some of the implications of
22Scheff's theory of "labelling" in mental illness. Briefly,
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the argument is that for the psychiatrist-patient relationship 
to develop, or to be initated at all, the patient must first 
accept the "sick role". What Gibbs' assertion amounts to is 
that the proportion of suicides deemed to be mentally ill may 
well be over-estimated.
In Australia, however, the psychiatrist is usually
approached only when the despair of a person, his relatives and
friends, or his general practitioner, is ultimate. There has
been a trend towards treating people suffering from "nervous
disorders" within general, rather than specialist, medical 
23practice. The advent of tranquillisers and psychotropic drugs 
has made this possible. These drugs, along with the barbiturates, 
are sometimes consumed in self-administered overdoses by the
24people whose mental symptoms the doctor has sought to alleviate.
Because medical practitioners other than psychiatrists have
played an increasingly important role in treating emotional
disorder, emphasis has been placed on the need for more medical
education at this level, especially in relation to the dangers 
25of suicide. The reasons for such emphasis have been clearly
outlined by studies showing that a proportion of completed
suicides have had recent medical contact (not necessarily for
explicit emotional disorder).^ Again, it appears that as the
general practitioner is often the first person to whom a
distressed or potentially suicidal person turns,the establishment
of a firm relationship with him is a vital step towards suicide
prevention. However, in 1964 it was estimated that in most
Western countries, a general practitioner could expect a suicide
in his practice every two years, and an attempt at suicide about
27eight times as often. From numbers encountered in everyday
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experience, therefore, the general practitioner is not likely 
to be an expert on relationships with the completed suicide, 
at least until his retirement is approaching.
In medicine, emphasis on interpersonal relationships
between doctor and patient, and patient and his social network,
has been relatively recent. For example, in 1972 the Australian
Medical Association noted: "More and more, however, both doctor
and patient find the fact that they are also members of a
2 8community obtrudes on what was once a dual arrangement". In 
1965 Saint, a physician, was paying tribute to the implications 
of the social network for suicide: "The phenomenon of suicide
forces us to study in meticulous detail the intimate relationship 
between a man or woman and his or her environment viewed in its 
totality".^
Interpersonal relationships are made and sustained on
open channels of communication. Contemporary studies have shown
that people contemplating suicide usually give at least one
warning of their pending action, and whether the latter eventuates
30or not is likely to depend on how the warning is received.
They may give several warnings to different recipients, the
31lowest on the list being the medical practitioner.
Investigators of these communications suspect that doctors
generally show reluctance to ask about suicide because they fear
the possibility of implanting a dangerous idea, for which they
may have to take later responsibility. Murphy and Robins have
reason to believe, however, that many patients would welcome
being asked whether they were contemplating suicide and would
32freely communicate their ideas.
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The diffidence in relation to doctors asking about
suicide is but one aspect of their reluctance to ask about
death in general. Hendin takes all doctors to task on this
issue from the top of the medical hierarchy to the resident on
the ward who "will ask a patient after ten minutes acquaintance
if he has had homosexual experiences, or what he does with
33regard to masturbation". He will probably fail, however, to 
ask a suicidal patient about his attitudes towards death, about 
the presumed events after death, his thoughts after turning on 
the gas and about possible dreams during his state of 
unconsciousness. Hendin sees all these as helping to uncover 
much of the psychodynamics of suicide.
Others may be less inclined to single out the doctor for 
special criticism in evading the question of death and to blame 
the general attitude towards death in modern society, where the 
event of death is usually clouded in secrecy and mystery, tucked 
away from all general observation in hospital wards, mortuaries 
and funeral parlors. The encapsulation of death in this manner 
has had the function of allowing everyone to get on with the 
business of living, with minimal disruption.^ However, such 
concealment and suppression may have more disruptive effects on 
individuals in modern society than the attitude pertaining in 
more primitive societies, where death in the home is the norm, 
to which the whole network is exposed from childhood onwards, and 
which network provides support to the bereaved.
Recent psychiatric studies have emphasised the importance
of bereavement in relation to psychiatric morbidity and prevention 
35of suicide. Suicide as a special form of bereavement has been 
given attention by Fast and Cain in a study of emotional
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disturbances in forty-five children, each of whom had lost one
3 6parent through suicide. They pointed out the features,
peculiar to suicide, which prevent the family, even in the
initial stages, from receiving the sympathy and comfort normally
accorded to families in cases of natural death. The brief
histories of these children make poignant reading. The children
labour under a stigma. Many have feelings of guilt that they
may have been the cause of, or may have prevented, the suicide.
Some have discovered the dead parent, knowing how he has died,
and yet have been denied the truth from the other parent or
relatives. The communication with the remaining parent then
tends to break down; the child becomes withdrawn and may develop
mental problems, and perhaps ultimately commit suicide. Thus,
children appear particularly vulnerable when confronted with
this type of death. Because of the morbidity effects, there
has been an increasing tendency for both medical and
sociological researchers to study the ramifications of death
in general. "In a society where Portnoy's Complaint is a
record-breaking bestseller, sexual permissiveness is no longer
an issue"; hence, people must now be made "to recognise and
accept imaginatively in their nerve-ends not the facts of life,
37but the facts of death and violence".
Hendin found seven patterns of attitudes towards death
in his sample of suicidal patients: (1) death as retaliatory
abandonment; (2) death as omnipotent mastery; (3) death as
retroflexed murder; (4) death as a reunion; (5) death as rebirth;
(6) death as self-punishment or atonement; (7) death as a process
3 8that in an emotional sense has already taken place.
The last two are likely to be present in depressive
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patients who are suicidal, which suggests that the relationship
between suicide and depression can best be understood by the
need for atonement which can underlie both. It has often been
observed that depressed individuals may attempt suicide just as
39they appear to be recovering from their depression. It has
also been observed that a suicide attempt can cause the
disappearance of a long-standing depression. This has sometimes
been attributed to the fact that marked environmental and
interpersonal changes can occur in response to the attempt or
40"cry for help". Although the understanding of the 
psychodynamics of depression is certainly important in the study 
of suicide, it is only part of the process, for not all 
depressed patients are suicidal and not all suicides have shown 
evidence of depression. Hordern and Wheatley note: "Suicidal
thoughts are as much a symptom of depression as a cough is of 
pneumonia".41
In the individual psychodynamic case studies by 
psychiatrists (for example, Hendin and Adler),^ much variation 
has been found among characteristics of suicides; nothing has 
been discovered that could be called a necessary and sufficient 
condition for suicide. Whilst attention has been focussed on 
the relationship between broken homes in childhood and mental 
illness in attempts at suicide, these studies have been based on 
the psychoanalytic conception of a "significant" social relation. 
This usually is limited to the conception of the relation having 
a sexual or libidinal connotation.^ The typical psychoanalytic 
view of the family is dominated by this conception, and it is not 
surprising that psychoanalytically oriented research on suicide 
places emphasis on broken homes. However, in any of the research 
designs thus far, there do not appear to be any answers to such
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questions as: If a proportion of suicides come from broken
homes or show signs of mental illness (and these appear to be 
significant in the case of suicide), why do not all people from 
broken homes or all mentally ill people commit suicide? Thus, 
the many related factors found do not add up to a process leading 
to suicide. This research is, in fact, at the same level as 
sociological research in identifying populations at risk.
Some psychiatrists stress the importance of certain types
of anniversary in causing a resurgence of suicidal impulses in
44their patients. These may be anniversaries of previous
suicide attempts, the beginning of treatment, the death or
birthday of relatives or loved ones, the suicide of a friend or
relative, the patient's own birthday, and the holiday season at
the end of the year. While the dates of these anniversaries may
be ascertainable if the patient is still alive and have obvious
implications in the treatment at such times, they are not
generally discernible from records of people who have completed
suicide. One particular high risk time factor which may be
ascertained from records is the period just prior to an initial
45appointment with a psychiatrist.
In lelation to the completed suicide, Hendin's work, 
although limited, comes as close to a useful study of the 
completed suicide as any psychiatric work because of his mode of 
classification. He divides his cases of attempted suicides into 
those with maximal, moderate and minimal intent.^ The first, 
who survive by accident, are akin to the completed suicide for 
purposes of investigation. He uses two cases to illustrate this 
group, one being a girl who jumped under a subway train, and the 
other a survivor of a suicide pact with his homosexual partner,
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who died, though both took the same number of same-strength
sleeping tablets. Hendin found that when suicidal patients are
divided into intent groups, the one with maximal intent has an
age and sex distribution statistically comparable to that of
actual suicides and is quite different from that found when one
47takes all attempted suicides together.
The gap in medical knowledge of the completed suicide 
may be partly illustrated by Table Is
TABLE 1
Precipitating Factors in Suicidal Acts
Attempted Suicides Suicides
Male Female Male & Female
Precipitating Factor % % %
Mental Illness 4 4 29.5
Sexual traumas, disputes
and rejections 9 8 —
Interpersonal disputes:
(a) with parents 7.5 9 -
(b) with siblings 0.5 2 -
(c) with spouse 21.5 37 -
(d) with others 11 13 5
Bereavements 2 1 5
Financial worries 18 12 -
Housing problems 0.5 0.5 -
Unemployment 6.5 1 -
Physical illness 4 2.5 13.5
Multiple 15.5 10 -
Not known - - 33.5
Alcoholism - - 13.5
TOTAL: 100.00 100.00 100.00
N: 197 483 163
Source: J.E. Edwards and F.A. Whitlock: "Suicide and Attempted
Suicide in Brisbane", Medical Journal of Australia,
Vol.l, June 1, 1968, p.935.
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This table was extracted from a study in Brisbane made by two 
48psychiatrists, entitled "Suicide and Attempted Suicide in
Brisbane". The work was undertaken because of the concern felt
at the high rate of suicide in Brisbane (23.9 per 100,000
population in 1964), which meant that there would be an
expectation of 1,300 attempted suicides each year in that city,
if the current ratio of attempted suicide to suicide of eight
to one was accepted. The primary concern, therefore, was with
all attempted suicides during a twelve months period, and a
comparison was made with all completed suicides occurring in the 
49same period. However, "Inevitably, it was not possible to
obtain the same amount of information in these cases as was
50available for the patients who attempted suicide".
The authors found that in many cases, complex motives
were involved. For purposes of classification, the dominant
precipitant of the attempt or act was listed. When in a given
case there were found to be many causes, none of which appeared
more significant than the others, that patient was assigned to
the category of "multiple precipitants". The authors note that
the lists of precipitating causes for attempted suicides and
suicides are not strictly comparable, largely because of the
number of patients in the suicide group for whose act no cause
could be discovered. The table presents several problems. Why
are there so many suicides whose cause or precipitating factor
is not known (apart from the limitations of the documents to
51which they had access), when none of the attempted suicides 
fell into this category? The same question would apply to 
alcoholism in the two groups, and that there were no multiple 
factors among the suicides, while 15.5 percent of males 
attempting suicide and 10 percent of females attempting suicide
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fell into this group. Why did the completed suicides show such 
a high proportion of mental illness compared to the attempted 
suicides, who usually exhibit more signs of mental illness than 
do the completed suicides? Finally, why were there no sexual 
traumas, or interpersonal disputes with family, or financial 
worries, housing problems, unemployment, among the completed 
suicides? In relation to the last question, most of these 
factors probably were not revealed at the inquest because this 
situation, being likely to involve close relatives whom everyone 
is at pains to protect, may have more suppressant effects on the 
revelation of likely causes compared with the persons acting in 
a one-to-one relationship with a psychiatrist, or the more 
impersonal but confidential method of filling out a 
questionnaire. Hence, there seems to be a dearth of information 
on the completed suicide even when an attempt is^  made to make 
comparisons with the attempted suicide in a specific study. The 
fact that an effort is made to compare the two groups, however, 
indicates that there is both awareness and linking of interests 
in the basic data of the two previously diverging disciplines 
of medicine and sociology.
Expansion of the medical profession's field beyond 
the individual patient into concern with his interpersonal 
relationships has had implications for convergence of the 
disciplines at both the practical and research levels. At the 
practical level, some psychiatrists have indicated that the real 
precipitating factors in suicide may be within the victim's web 
of interpersonal affiliations. They suggest that there is little 
point in treating a suicidal patient in the consulting room if 
the work is totally undone when he returns home to the significant
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other person in his life, who may evince more psychopathology
53than the patient in therapy. Others argue that in dealing
with a suicidal patient one must ask oneself not only "Who does
this person wish to kill?" (part of the Freudian approach of
54retroflexed murder), but "who wishes this person dead?" If an
answer to this question is discovered, the psychiatrist should
take particular care to avoid leaving his patient alone with this
person for even a brief period, since his attitude may act as an
incitement to suicide. Apparently, it has not been unknown in
such situations for pills cr poisons to be left or placed in the
55pathway of a person known to have suicidal tendencies.
The communication of suicidal intent is another
significant area of interpersonal activity, especially for the
most intimate members of the person's social network, since they
5 6are the commonest recipients of such threats. One of the
problems here is that even when threats are taken seriously,
there does not seem to be any general pattern of how to respond
to those who make them. Kobler and Stotland exemplify this point
in their book The End of Hope, in which they describe an epidemic
57of suicide occurring in a private psychiatric hospital. Before 
the first suicide occurred, the morale of the hospital staff was 
at its lowest ebb, so that they were unable to offer a hopeful 
alternative to the patient first threatening suicide, or to any 
of the subsequent ones. Kobler and Stotland see the communication
as a last frantic cry for help to the recipients for aid in
changing an unsatisfactory life situation. This can only be 
attained, according to these authors, by the recipients' taking 
a positive, sympathetic and hopeful stand instead of one that is 
negative, despairing, hopeless and suspicious. Suicidal threats
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have been shown to be more closely associated with those who
5 8complete suicide than with those who attempt suicide. (However,
there is no evidence to suggest what proportion of people making
59threats of suicide do not carry them into effect). For 
preventative purposes it seems clear that suicidal warnings 
should be noted by all people in the social network and acted 
upon in the manner suggested by Kobler and Stotland.
Such practical findings have had a place in the
establishment and formulation of programmes in suicide prevention
centres. Although these centres represent the societal response
to the recognition of suicide as a public health problem, the
rationale behind this recognition is based on the fusion of
sociological and medical perspectives. Prevention centres were
initiated because of general concern with suicide rates in most
Western countries, and the desire to reduce the rates through a
pooling of sociological and medical knowledge. In the United
States the initial impetus stemmed from President Kennedy's
6 0Community Mental Health Act in 1963. Rapid proliferation of
suicide prevention centres occurred thereafter, and the majority
were staffed by both professionals and non-professionals. Their
one common denominator was a telephone service operating around
61the clock every day cf the year. In the few prevention centres
which have been evaluated, it appears that less than 3 percent
6 2of calls are related to attempted or completed suicide. Most 
calls are made as a result of family conflicts, alcoholism, or 
loneliness. Although the manifest function of suicide prevention 
is not so relevant in practice as it was in the initial 
conceptualisation of these services, it is believed that the 
centres have the latent function of placing people in contact with
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others when they feel the need for it. The presumption is that
those problems which could lead to more violent methods for
6 3their resolution are defused.
The fact that so few completed suicides have contacted 
their prevention centres seems to reinforce the idea that, apart 
from some individuals not wanting help (or this kind of help), 
there is little logic in trying to relate suicide rates of the 
dead to prevention in the living, especially the living who are 
not contemplating suicide. In general, the advent of suicide 
prevention centres does not appear to have affected rates, which 
tend to remain relatively constant. As Tuckman notes: "A
positive answer to the question of 'Does the Center Prevent 
Suicides?' may be long in emerging".^ Given that such centres 
appear to have had little effect on suicide rates because they 
are not being contacted by people contemplating suicide, it 
seems that they are not the answer to this particular public 
health problem. Recognition of the problem is a first step, 
but effective action is more problematic. Since fusion of 
sociological and medical thought produced the recognition, it 
may be hoped for stronger fusion to produce the action.
At the research level there has been more of a tendency 
in recent years for medical practitioners, especially 
psychiatrists, to concentrate on social correlates of suicide 
in the Durkheimian fashion, with the particular addition of 
mental illness, broken homes, alcoholism, and other such 
contextual factors. Sainsbury provided the first well-known 
monograph done by a psychiatrist in the vein of the sociologist 
with his Suicide in London, an ecological study, the model of
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6 5which he atrributed mainly to Dürkheim. In relation to the
present theme, he noted "as personality and social environment
are inseparable, so must the psychological and sociological
approaches to these problems also be interdependent. Neither
6 6alone can provide a complete account of suicide". Although in 
his first monograph he did not attempt to introduce psychological 
variables apart from a discussion of mental illness, he has 
recently undertaken a suicide research programme in England
6 7which combines the epidemiological and case study approaches.
The method used in this study epitomises the value of integrating 
the two perspectives of sociology and medicine and also 
delineates the methodological problems inherent in suicide.
Other medical writers have attempted to attain synthesis
on an overall basis either by examining coroners' and hospital
records for assessment of completed and attempted suicides
respectively, or by finding explanations for variations in
suicide rates. For example, Hetzel has accounted for the rising
suicide rate in Australia during the decade 1955-1965 by indicting
the Pharmaceutical Benefits Act for its non-restriction of repeats
6 8of barbiturate prescriptions. The Act was changed in 1967, and
since then there has been a decreasing suicide rate, which is
69confirmatory evidence for Hetzel's explanation. Whether rates
or case studies are being examined, all these medical works lean
towards sociological analysis, with added comments implying that
doctors are not recognising adequately the symptoms and signs of
70potential suicide, and are giving these people the means towards
71their own ends in the form of dangerous drugs.
Thus, there appears to be a criss-crossing of
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perspectives both at the practical and theoretical level in 
the medical and sociological approaches to suicide. In general, 
the medical perspective has broadened to encompass social 
factors, and the sociological perspective has contracted to 
allow individual factors to come into focus. Where convergence 
has taken place, as in the conceptualisation and working of 
suicide prevention centres and in Gibbs' theorising on 
"disruptions of social relations" as the etiological factor in 
suicide, no dramatic changes have ensued. However, progress in 
convergence should ultimately lead to progress in prevention, 
especially if both disciplines direct their attention towards a 
more detailed study of the completed suicide. Ideally, this 
profile would include personality development (medical) and 
social context (sociological) and psychosocial causes or 
precipitating factors (medical and sociological).
- 45-
CHAPTER IV
Methodological Problems in Suicide:
Effects of Legal, Statistical and Interpersonal Processes
Legal and statistical processes, as they relate to 
suicide, may be likened to the psychological and sociological 
perspectives, in the sense that the former is concerned with 
determining the cause of death in an individual case, and the 
latter with factors determining death rates on a societal basis. 
Some sociologists have recently questioned the reliability of 
the use of statisticians' rates for sociological explanations of 
suicide.^ In doing this, most have drawn attention to the ways 
in which individual deaths are categorised by officials to 
produce the statistical rates. Since there is no scientific 
evidence to show to what extent the meaning of the word "suicide” 
is shared by the various officials, it appears that there is a 
need for exploration into the essential characteristics which 
enable a death to be thus designated. The problem of definition, 
then, is a central one in beginning any statistical analysis of 
the rates, not only for determining reliability, but for 
establishing a valid foundation for prevention programmes.
Because the act of suicide, legally defined as "self
murder with intent", has long been regarded in most countries as 
2a felony, the legal processes which define it are the basic
elements from which all subsequent analysis must stem. Even in
such countries as Australia, where in most States the final
3categorisation of a death rests with the statisticians, in the 
main the latter are dependent on which label has been attached 
by the coroner. Statisticians work on the assumption that the
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coroner would never attach the label "suicide" unless there
was no doubt as to the cause of death. Therefore, they only
investigate further the label of "open verdict" because they
are aware of the legal and social restrictions imposed on
coroners in their line of duty. One of these restrictions is
4that "suicide should never be presumed", another is that there
5must be evidence of "intent" before such a verdict can be 
brought in, but one of the most widely used handbooks for 
coroners does not specify what constitutes evidence of "intent". 
Since, as Williams has noted, "coroners' courts proceed on no
7ascertainable principles in the form of their verdicts ...", 
one would expect much individual variation between coroners on 
both their "suicide" and "open" verdicts. The questioning of 
the socially shared meanings of suicide (which in itself has 
multidimensional meaning), was the basis of Douglas' attack ongthe traditional sociological approach to suicide. Atkinson, too, 
allowed for variation in the labelling process of a death 
resulting from a suicidal act, in the third stage of his model 
presented in Chapter II. By postulating that the ultimate label 
would be affected by others being present at the inquest, he was 
implicitly paying tribute to the social processes which may at 
the same time both influence coroners in their decisions and 
reflect the attitudes of the society which they represent.
Two of the most problematic features of suicide research 
are: (1) its relative rarity as an event (ranging from about
one to twenty-five per 100,000 mean population), and (2) the 
possible stigma which it may carry for the relatives and friends 
of the victim. The first feature implies that in order to draw 
any valid conclusions, samples of suicides should be compared 
with samples of matched controls on a broad spectrum of
- 47-
characteristics. Such a project would involve sampling of
large populations, which may aid in distinguishing which of
the disruptions in social relations lead either towards or
away from suicide.^ The second feature implies that suicide
is a taboo topic,^ thus making it a difficult issue to raise
in interviewing people on a large scale because of the
associated elements of suggestibility, contagion, and stigma.
Atkinson has emphasised this point in his article "Suicide and 
12the Student". He sees the possibility of scaremongering
resulting from the defining of any group as bearing high suicide
risk. Once such a group is thus defined, Atkinson thinks that
there could be a tendency towards a self-fulfilling prophecy,
both within the defined group and within the attitude of the
general population. As a result, students (generally thought to
have a higher incidence of suicide than the same age group in
13the general population) are more likely to provide deaths from
suicide, or at least deaths labelled as "suicide", than any
group which has not been defined as having high suicide risk. The
notion of implanting a dangerous idea, as evinced in doctors'
diffidence in specifically asking patients whether they are
contemplating suicide, is most apparent in Atkinson's work. He
brooks criticism even for the writing of the paper (which may be
enhancing the behaviour he is trying to prevent) by claiming that
it is a plea for the cessation of such scaremongering.^^ But, he
carefully avoids any direct questioning of students on their
15attitudes towards suicide for the explicit reason that the 
questioner may carry a burden of responsibility and guilt if any 
of the people interviewed were subsequently to commit suicide.
It is clear that both sociologists and doctors have maintained
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the notion that suicide is a taboo topic, with little 
objective evidence in its support.
So far as attitudes to suicide are concerned, then,
there appears to be need for exploration into whether the stigma
surrounding suicide is merely assumed - a carry-over, perhaps,
16from the harsh legal retribution of earlier days. I have come
across only one study based on direct attitudes, by Ginsburg,
who found that there were differences in the attitudes of people
between suicide in the abstract, and suicide in the concrete (the
17latter meaning suicidal persons known to the respondent). 
Generally it was thought that suicide was something that happened 
to a person (because of external and interpersonal factors)
18rather than something which he intentionally brought about.
Also, families in which a member had committed suicide were seen
to be subject to shame rather than blame for what had happened.
Thus, the pall of stigma was felt by them, as well as by others
towards them, but not in the sense that they felt, or were made
to feel, guilty or responsible for the action. Despite the fact
that most of the respondents had had some close contact with
suicidal behaviour and were sympathetic to individually known
cases, the majority did not find such behaviour understandable 
19to them. This study was carried out in the Reno area, and the 
author warned that the features peculiar to Reno may have altered 
the conceptions of suicide of the people who moved there (most 
having been born and raised elsewhere). Hence, generalisations 
about attitudes to suicide could not be made from this study, but 
there was a suggestion that stigma still surrounded suicide ina 
population which was reasonably familiar with this type of
behaviour.
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The concept of stigma constitutes the social restriction
placed upon coroners and probably accounts for the greater part
of the contemporary (as opposed to the historical) relevance
which the law holds for suicide and for some methodological
problems in suicide research. Although suicide as a crime has
been abolished in many countries, inquests must be held in all
21suspected cases. This is in order to establish the cause of
death for statistical and scientific purposes and to satisfy
society that justice has been done, by eliminating the
22possibility of "suspicious circumstances". It is most 
definitely not to punish the relatives, in this enlightened age, 
although the original association between suicide and the law was 
partly for this purpose and partly to increase revenue for the 
rulers. Perhaps it is because pains are taken to protect the 
relatives and friends at inquests today that much useful 
information regarding the victim's interpersonal relationships, 
both consciously and unconsciously, is suppressed.
The coroner conducts the inquiry according to specific 
rules, and in contrast to other courts any evidence is admissible. 
If a person has been under recent medical or psychiatric care, 
however, and a statement to this effect has been obtained by the 
police from the attending doctor, there is usually not much 
evidence called from other sources to aid in ascertaining the 
possible precipitating factors in the death.^ Mental or 
physical illness in themselves seem to constitute sufficient 
(though not necessary) evidence to enable the coroner to make 
his decision. Thus, the doctor does not gain further information 
from his patient's social network as to what factors may have 
been operating to precipitate suicide,from the inquest situation. 
The question of why a person who has suffered many episodes of
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mental illness and perhaps made many previous suicidal
gestures should choose that particular time finally to end his
own life is of interest to any attending medical practitioner.
However, it has remained almost unanswerable, partly because
the stigma and tragedy surrounding a suicidal death prevents
many pertinent questions being asked at the inquest, out of
deference to the victim's interpersonal network of which the
doctor has sometimes been a part. The legal authorities are
aware that all the members of this network have already been
subjected to sufficient misery, grief, despair and guilt by the
occurrence of the death. As the inquest does not usually take
place for some two to three months afterwards, they are at pains
to respect the feelings of all the participants concerned in what
can only be regarded as a distressing reiteration of the
situation. Therefore, they usually do not attempt to elicit
information which might have embarrassing repercussions and (to
them) serve no useful purpose, because that particular person is
dead. From the legal perspective, the primary purpose of the
inquest is to eliminate the possibility of suspicious
circumstances. Hence, even in cases where there is a history of
mental illness there usually are not many questions asked of the
medical practitioner relating to the person's psychological
background. The report submitted by a psychiatrist may give
some insight into psychological background, if none of the
25victim's associates are likely to be hurt in the process.
Thus, apart from the autopsy report (which of necessity is stark 
and grim in its physical objectiveness), deference to the 
feelings of others is a paramount concern in suicide inquiries, 
and may operate in such a way as to prevent some of the causal 
factors from emerging. This deficiency in interpersonal
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information possibly accounts for the medical profession's 
predilection for research into attempted, rather than 
completed, suicide. The doctor is more comfortable in the 
hospital setting, trying to prevent people from dying, than in 
the courtroom discussing those already dead, for whose death 
he may feel some responsibility.
There are other reasons, however, for the doctor's 
dissociation from more adequate knowledge of why his patient 
chose to commit suicide. One reason relates to the aura which 
surrounds the problem of death in general. Whenever a death 
of a person under medical care occurs in a family, especially 
a suicidal death, there is likely to be a feeling of reproach 
on the part of the family and one of guilt on the part of the 
doctor. This often means that the channels of communication 
which may possibly have offered some helpful insight into 
causes, had the circumstances been different, become closed. 
Although the doctor may have wished to ask many questions of 
the family, after the event of suicide he tends to evade any more 
than the minimal contact with them. Even apart from the inquest, 
he is unlikely to discover what factors outside his immediate 
control could have operated in precipitating the death.
Another reason which prevents doctors providing more than 
the minimum information on their patients at inquests relates 
to the invidious position in which they are placed when 
presenting any evidence in court. The public revelation of any 
part of a patient's history, obtained or given in confidence, 
conflicts completely with the whole ethical structure on which 
the patient-doctor relationship is based. In suicide inquiries, 
where there is no one in the dock, no adversary proceedings,
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and there is respect for human feelings - professional as well
as familial - the doctor to a certain extent may exercise his
own discretion as to what information becomes publicly
available. He usually does not volunteer, nor is he asked for,
more information than the coroner requires to bring in a
verdict. These proceedings are likely to be less devastating
to the preservation of confidentiality than those in criminal
courts where, for example, a doctor may be required to present
evidence in a murder case. Here, the adversary process leaves
no room for respect of feelings. In contrast the inquest
situation, despite its limitations, has the capacity to act as
a forum for the study of interpersonal relationships within a
reasonably flexible framework, and in so doing may have the
latent function of integrating the legal, sociological and
medical approaches to suicide. An experiment making this
capacity manifest has been conducted in Los Angeles, where the
County Coroner enlisted the help of experts from the Los Angeles
Suicide Prevention Centre in the investigation of equivocal 
2 6deaths. This has become known as the psychological autopsy 
and involves gathering information on: (1) the life history of
the deceased; (2) his psychiatric history; (3) whether or not 
intent was communicated to other persons, and (4) straight 
detective-type data which may be relevant in pointing to a 
motive. Atkinson claims that this is only a more efficient 
manner of doing what coroners in England have always done, and 
their methods of inferring intent are very similar to those
27sought out by "the psychological detectives of Los Angeles".
In the absence of the principal, the central figure 
in the inquest drama is the coroner, who usually has the 
responsibility for deciding which statistic a particular death
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2 8becomes. The likelihood of there being much individual
variation in coroners' interpretations of evidence constituting
"intent" prompted Atkinson to inquire into the methods by which
29coroners arrive at their verdicts. Hetzel has said: "The
difficulties in defining suicide are familiar to any who have
30been associated with the deliberations of a coroner's court".
However, Atkinson noted that, in effect, at the majority of
inquests it is almost a "two horse race", in that a coroner can
normally expect to return a verdict either of accidental death 
31or suicide. For it to be suicide (comprising one-quarter of 
all verdicts), he must be convinced that the deceased died as a 
result of his own actions, and that it was intended. Describing 
the special difficulties of a coroner conducting an inquest, 
Atkinson says: "His position is comparable with that of a judge
hearing the trial of a dead man for murder without any assistance
from barristers. Thus coroners are forced to rely on cues
|( 32
which .... lead them towards or away from a suicide verdict*
Some of the cues which are used are: first, suicide
notes which state either explicitly or implicitly that the
victim intends to take his own life, and which may also provide
an important source of data for the motives or the social
33meanings of suicide. Second, and less important than the
presence of a note, may be the mode of dying as an indicator of
a certain kind of death - for example, road deaths, either of
drivers or pedestrians, are very unlikely to lead towards a
34suicide verdict, whereas hanging is very unlikely to lead
35towards an accidental verdict. Overdosage of drugs and 
drownings seem to pose the most difficulty in aiding the 
inference of intent, and here the coroners may operate 
idiosyncratic rules of thumb. For example, one coroner to whom
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Atkinson spoke said: "My real problem is when someone has
taken less than ten barbiturates. That's when I have to be on
the look-out for special evidence. If he takes more than ten,
I can be almost sure that it was a suicide". Another coroner,
in relation to drowning, said: "A thing I look for in a
drowning is whether or not the clothes are left folded. If they
are found neatly folded on the beach, it usually points to a 
3 6suicide". Other cues are the location and circumstances of
the death. Thus, if a person is found to have shot himself in
his own gun room, the death is more likely to be regarded as
accidental than if he is found to have shot himself in an
isolated situation - which brings to mind the story of the Irish
coroner who brought in an accidental verdict on a self-shooting
case with the words: "Sure, he was only cleaning the muzzle of
37the gun with his tongue". Other cues which coroners use are
those pertaining to life history and mental condition (when
available) so that all of these, in combination, are used to
build up an explanatory model of how each death occurred. In
the case of suicide the coroner is not only attaching a label as
to the cause of death, but is also involved in a more complex
form of explanation. This is because the legal need to establish
intent necessitates the search for a motive or reason why the
deceased should have taken his own life. In pronouncing a
verdict the coroner is taking into account information derived
from scientific sources, not only at the actual inquest, but in
a more general way, because of his interest in research and
3 8susceptibility to scientific feedback. coroners are also 
reflecting the general attitude of their society in relation to 
motives for suicide, and they are in a position to reaffirm these 
through the local and national news media. They therefore have
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a role in maintaining, and sometimes changing, shared
39definitions of suicidal situations.
In examining catalogues of coroners' verdicts it is not
always simple to decide which verdicts actually imply "suicide",
since the word itself is not used in official verdicts. This
is probably because of both the legal and social connotations
of the word, but a case of "definite suicide" (to use a legal
colloquialism) can be inferred if the words "wilfully self-
inflicted" wounds, or "wilfully self-administered" drugs appear.
In many cases when there has been a considerable lapse of time
between death and discovery of the body, the verdict states that
"though there is no positive proof, circumstances point to
overdose of drugs wilfully self-administered". Technically,
this type of verdict is an open verdict, but for all practical
purposes it is labelled by official categorisers as "suicide".
The real problem for accurate suicide statistics are open
verdicts which do not include the words implying that
circumstances point to suicide. It is the latter type of open
verdict which is usually subjected to further scrutiny and
categorisation by the official statisticians. Although one
might suspect that this process could lead to over-estimation of
suicide rates (instead of the assumed under-estimation resulting
from unquestioning use of coroners' verdicts), it is believed by
the statisticians that there may still be an under-estimation of
numbers of deaths from suicide. This is because verdicts
stating that death was due to motor vehicle accidents, for
example, are rarely investigated as possible suicide, even
though there is reason to believe that a proportion of such
40accidents are a form of "hidden suicide".
Another problematic form of verdict is "drowning",
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especially when not accompanied by the word "accidental".
Douglas noted that this is the most difficult type of death to 
41categorise. This is probably because, apart from the problems 
of inferring intent, the word itself can be used both as a 
verdict and a cause of death and may thus allow the coroner to 
avoid the introduction of stigma into the proceedings. However, 
in the A.C.T. sample it was found that of the seven deaths due 
to drowning, five were classed as "suicide", one of these being 
qualified by the term "whilst temporarily of unsound mind" - the 
only one in the sample thus described. Of the other two, one 
was simply classed as "drowning" (although the death occurred 
under similar circumstances to the one just mentioned and also 
was probably associated with delusional thinking). In the other, 
there was some doubt (on my part) as to whether the death should 
be classed as a motor vehicle accident, drowning, or suicide.
The doubt was because death resulted after the victim's motor 
vehicle crashed through the rails of a bridge into the lake below, 
and death was due to drowning. There were also certain elements 
in the history pointing to possible suicide. The finding that 
only a minority of drownings in this sample were doubtful 
entities is in contrast with Douglas' assertion, and with another 
study carried out in Dublin by psychiatrists McCarthy and Walsh. 
Their investigation of coroners' records showed that in their 
opinion the numbers of suicides due to drowning were under­
estimated by fifty percent.^
The question of "wilfully" doing anything, especially 
intending to kill onself "whilst temporarily of unsound mind" is 
a baffling one, for if one is acting under the influence of, say, 
delusions which, for example, demand purification of the body by
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cleansing in the lake (as was possible in one of the A.C.T. 
cases) , how can one be accused of having intent to die? Such 
questions are impossible to answer, and this may have been one 
of Dürkheim's reasons for the preclusion of mental illness as 
a significant variable in suicide rates. During the collection 
of the A.C.T. data one would have been tempted to say that if 
the records revealed a history of emotional disorder the 
ultimate verdict would either be "suicide" or "open", modified 
by the coroner's adding that all circumstances pointed to death 
by suicide. This impression was partly based on the 
tautological argument, upheld by many people (and thus presumably 
reflected in coroners' verdicts), that anyone who commits suicide 
must have been mentally ill (at least temporarily) to have 
committed the act. Therefore, the argument could run, if a 
person had ever received treatment for mental illness and died 
in equivocal circumstances, the probability would be that death 
was due to suicide. This impression was also based on the fact 
that many of the people in whom there was no positive proof of 
how they died (because of physical disintegration) had made 
previous suicidal attempts, and appeared to have had many 
episodes of emotional disorder. Added to such an expectation 
was that if medical evidence was available, there was likely to 
be a paucity of information from other witnesses, in comparison 
to inquests where there was no medical evidence.
However, analysis of the data did not bear out this 
impression, since even when the type of open verdict implying 
"suicide" was controlled for (that is, categorised as "suicide"), 
there was little difference in the proportions of verdicts 
assigned to those with or without a history of emotional 
disorder. This may be seen from Tables 2 and 3:
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TABLE 2
Deaths by,Emotional Disorder and Verdict (A.C.T. Sample)
Verdict History of Emotional No History of Emotional
Disorder Disorder
No. % of Total with No. % of Total with No
Emotional Disorder Emotional Disorder
Suicide 18 69 12 67
Open 7 27 5 28
Drowning _1 _4 JL _5
Total: 26 100 18 100
TABLE 3
.Deaths by Emotional Disorder and Verdict - Modified (A.C.T.Sample)
Verdict History of Emotional No History of Emotional
Disorder Disorder
No. % of Total with No. % of Total with No
Emotional Disorder Emotional Disorder
★
Suicide 22 84 15 83
Open ** _4 16 _J 17
iTotal: 26 100 18 100
* This category includes suicides plus all the cases in which 
the coroner has stated that "though there is no positive proof, 
circumstances point to wilfully self-inflicted death".
** This category includes open verdicts plus all verdicts in 
which the words used in (*) are not added, plus deaths whose 
verdict was "drowning".
Another expectation in relation to verdicts was not 
borne out by the A.C.T. data. This was Atkinson's idea that 
others being present at the inquest would affect the label attached 
by the coroner. The implication was that the more others that were 
present, the less would be the likelihood of a suicide verdict.
The data showed that even in a physically and socially isolated 
situation, the coroner's verdict was not apparently influenced by 
the presence or absence of others, either at the place of death 
or at the inquest. Thus, deaths in isolated places (physical 
isolation) and legal representation for the relatives (social
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non-isolation) , did not result in a bias either towards in the 
former case, or away from in the latter, a suicide verdict.
This is illustrated by the following ratios:
Degree of Isolation Verdict Ratio
Suicide : Open : Drowning
Deaths in isolated places 6 : 7 : 2
Deaths with legal representation 5 : 1 • 2
In cases where there was legal representation there appeared to 
be more likelihood of a suicide verdict being returned. This 
may have been due as much to the fact that, in some cases, 
financial liability of an institution was at stake, as to any 
bias on the part of the coroner towards legal representation.
Although Atkinson's work on coroners' definitions 
clarifies the value of their records for research purposes into 
the social meanings of suicide, he assumes that everywhere 
coroners are the final arbiters of the statistics, as they are 
in England and Wales, Also, he does not refer at all to the 
problem of "open verdicts", which probably affect the suicide 
rates quite significantly, depending on which interpretation the 
coroner places on "open verdict", and to what degree they are 
further investigated by the statisticians, as in Australia.
Barraclough stated that suicide statistics in England
and Wales are compiled from death certificates, completed by the
coroners following an inquest, and that the decisions represented
there are neither subject to scrutiny nor, except in rare
44instances, revised. Working on the hypothesis that the 
personal idiosyncrasies of coroners influence these decisions 
and hence the suicide rate, Barraclough examined the suicide 
rates for seventy-nine county boroughs for 1950-52 and 1960-62, 
finding a correlation coefficient of 0.45 for the rates between
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the periods. Between 1953 and 1959 nineteen coroners were 
replaced, and the hypothesis was then made that if the personal 
idiosyncrasies of the coroner had an effect on the decision as 
to what a suicide was, then the correlation coefficient between 
the two periods would be significantly lower in those boroughs 
where the coroner had changed than in those where he had not.
The coefficients were respectively 0.49 and 0.45, thus refuting 
the hypothesis that the personal idiosyncrasies of coroners 
affect the suicide rate.
in relation to open verdicts, however, a similar
conclusion could not be drawn, and it was found by Barraclough
that coroners have different standards for what constitutes an
"open verdict", the term used when there is uncertainty at an
inquest whether the correct judgment is death from natural
45causes, accident, murder, or suicide. A doubtful suicide may
be categorised as an accidental death or an open verdict,
depending on the standard of acceptable doubt held by each
coroner. Barraclough feels that open verdicts appear to be worth
further inquiry, for the average ratio of about two to every ten
suicides gives some idea of the extent to which suicide may be
46under-reported through lack of evidence. One example of an 
open verdict from the A.C.T. study which was included as a 
possible suicide was the following: An elderly single person
found dead from an overdose of tablets; recently retired from 
executive position; living alone and receiving treatment for a 
nervous condition following the recent death of a close relative; 
the attending medical practitioner said that the patient's 
religion would not have permitted any contemplation of suicide, 
and that death was more likely due to memory defects common at
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this age, which could account for unwitting repetitive doses 
of tablets. The police had also discovered that the victim, 
who usually paid rent a month in advance, on this occasion had 
paid it only up to the day following death.
Although from the researcher's perspective there 
seemed to be more facts pointing towards than away from suicide 
in the case cited, the coroner did not have sufficient evidence 
to bring in a suicide verdict. Nor did the statisticians 
categorise it as a suicide. Four similarly doubtful cases were 
included in the study.
In England, Sainsbury in a combined epidemiological and
case study approach to suicide found, like Barraclough, that the
use of suicide statistics for epidemiological purposes was quite
valid, and the differences between national suicide rates were
not primarily due to the different procedures for reporting 
47death. This was done by correlating the suicide rates of 
immigrants to the United States with the rates of their countries 
of birth. Sainsbury asserted that the immigrants, wherever they 
come from, will all have their suicides ascertained by 
procedures used in the United States; but if the suicide rates 
correlate with those of their countries of origin, each of which 
will use its particular national procedure, then the differences 
in the countries are occurring in spite of their differing 
methods of reporting suicide. As Sainsbury said: "Dürkheim was 
vindicated", for when the suicide rates of eleven groups of 
foreign-born citizens in the United States were ranked in order 
and the rates of their countries of birth were similarly ranked, 
the product moment correlation was very highly significant at
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0.87. He quoted Barraclough's study to show that in relation 
to suicide within a society, as well as between societies, the 
coroners' "operational" definitions suffice to give a valid 
statistical picture. In fact, without referring to the 
limitations operating at inquests, he saw the certification of 
suicide as a cause of death as probably being much more 
accurate, because of its stringent statutory processing, than 
mortality figures from other causes, for example, lung cancer, 
which are used in scientific research. He said that the latter 
figures are not seriously questioned in regard to accuracy, even 
though death certification is known to carry an error of at least 
fifteen percent.^
Although Sainsbury's approach was very comprehensive, 
like Atkinson he made one central omission. The research 
involved attendance at the inquests of coroners' courts on all 
"suicides" in the areas of West Sussex and Portsmouth over a 
period of eighteen months, during which time one hundred 
consecutive suicides were identified, and their relatives, 
friends and general practitioners were interviewed immediately 
after the inquest. However, he did not elaborate on how these 
"suicides" were identified, which is a crucial point in 
determining suicide rates, especially if, as in Australia and 
Scotland, the coroners' operational definition and decision is 
not the final one. This was probably because he accepted the 
validity of suicide rates but paid no attention to the open 
verdict rate.
The World Health Organization's definition of "suicidal
act" is "the self infliction of injury with varying degrees of
49lethal intent and awareness of motive". Suicide is, then,
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taken to mean a suicidal act with fatal outcome, and attempted 
suicide one with non-fatal outcome. If this definition rather 
than the legal one is used as a criterion for suicide, then 
suicide rates are certainly under-stated. For all practical 
purposes, however, it appears that suicide rates are acceptable 
as the index of deaths resulting from suicide in a community, 
assuming that all communities have similar interpersonal 
processes operating within their death-processing systems. The 
interpersonal factors may be on the one hand determinants of the 
rates, and on the other hand, part reflections of the attitudes 
of the society from which they emanate. The coroner stands to 
the statisticians in much the same way as the doctor stands to
the sociologist - one dealing with individual cases, the other
with large groups of cases which are not as subject to 
interpersonal factors in their decision making processes as are 
the coroner and the doctor.
Even when statistical suicide rates are accepted as an
index there is no consensus as to what they are an index of.
For example, Stoller and Krupinski have recently taken issue 
with the mass media in the Correspondence Columns of the Medical 
Journal of Australia,^ for provoking anxiety about Australia's 
rising suicide rate, which they say has remained relatively 
stable over a long period despite vast social changes such as 
urbanisation, migration, economic depressions and participation 
in two world wars. They found a decrease among males in World 
War II, but not an increase during the depression of the early 
1930s. They concede that there has been an increase in the 
method of drug overdosage, and in the rate in women which they, 
like Hetzel, attribute mainly to barbiturate use and abuse,
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although they find no evidence to suggest that the rise has
52anything to do with the changes in social position of women.
While they see some virtue in blister-packaging of these drugs
53to limit impulsive attempts at suicide, they emphasise the
importance of the relationship between mental illness
(particularly depressive states, alcoholism and schizophrenia)
and suicide. Hence, they recommend more careful diagnosis,
treatment and follow-up by doctors of "depressed, middle-aged
and elderly persons, especially those who are psychotic, have
had previous episodes, have made determined attempts before and
54have become depressed without adequate environmental cause".
They say that even when the high risk social groups are 
delineated, the relative rarity of suicide cases occurring in a 
time-and-space continuum makes it extremely difficult to mount 
a special programme to isolate and treat them before the final 
act of suicide, other than in the follow-up of those potential 
suicides already detected through clinical services.
Oliver and Hetzel reply to this letter by stating that 
the presentation of five-year-grouped data by Stoller and 
Krupinski obscured the fluctuations in the rate which occurred 
during World War I and the depression. In effect, they imply 
that Stoller and Krupinski are playing down the importance of 
social changes in relation to suicide rates, and playing up the 
factor of mental illness, while Oliver and Hetzel believe that 
suicidal behaviour over recent years can only be explained by 
linking "provoking factors (stresses in a changing society) with 
potentiating factors (massive availability and social 
acceptability of therapeutic substances, especially barbiturate 
sedatives)".^  They also believe that there are a significant
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number of young people without obvious psychiatric disturbances
57who are contributing to the increasing rate. This interchange 
has been introduced mainly to demonstrate some of the intra- 
societal, intra-professional divisiveness which exists in 
interpretation of the same statistics, and in explanation of 
the same problem. Such differences underline further the 
methodological problems in suicide, but also give some reason 
for hope that the ultimate solution for suicide prevention will 
be in the tying together of the different perspectives. In the 
interchange described, two pairs of psychiatrists were divided 
between themselves on the interpretation of suicide rates. The 
latter have traditionally provided the perspective for the 
sociologist whose data, in turn, is derived largely from the 
legal perspective. Hetzel recently received confirmation of his 
theories when he noted the decline in the suicide rate in 
Australia following revision of the Pharmaceutical Benefits Act 
of 1967, which limited repeat prescriptions for barbiturates.
Thus, although the law stands behind the whole concept 
of suicide in a combined historical, social, definitional and 
statistical sense, its traditional connection appears to have 
become somewhat redundant since the abolition of suicide as a 
crime in many countries. Abolition, though relatively late in 
arriving, was partly based on the fact that punishment had 
already been meted out, buttressed by the argument that the victim, 
or even the attempter, must have been mentally disturbed to have 
committed, or tried to commit, the act. As Barry as pointed out 
"Only a relentless and unimaginative adherent of the doctrine of 
maximum severity would be prepared to assert that the criminal 
punishment of a poor wretch driven to attempt self-destruction
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could act as a deterrent upon him or others similarly 
distracted, or that his conduct called for retributive 
punishment. The absurdity of designating suicide as a crime 
is manifest to any intelligence uncorrupted by legalistic 
sophistry".
However, although Barry sees suicide as "a grave and
6 0urgent social problem of increasing magnitude", he thinks that
the present laws (in 1965) run counter to community feeling and
are thus open to abuse. But he is delighted that the attitude
of the police in Victoria is far in advance of the present law^
(abolished in Victoria in 1967). This is reflected by the fact
that, except in rare instances, they did not prosecute for
6 2attempted suicide. As the legal assumption appears to be that
6 3all suicidal acts are "supreme manifestations of human misery,
and often a symptom of mental disorder, the transference of power
to decide on who may or may not be prosecuted, from the hands
of the law into the hands of the police and then possibly to
those of the medical practitioners, smacks somewhat of paternalism
64with its inherent dangers. Though such an attitude may be 
conceived in a spirit of humanitarianism, it may deprive the 
individual of certain freedoms which he could, perhaps, retain 
while the law remains the final arbiter.
The methodological problems in suicide, although they 
result largely from assumed stigma, which prevents adequate 
research and possibly presents under-estimated rates, may be 
partly overcome by a greater use of coroners' records combined 
with personal interviewing of the victim's network. This should 
give a broader picture of many extra variables associated with
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the completed suicide than is now available from official 
documents. To do away with inquests in cases of "definite 
suicide", as has been suggested in England, would be a backward 
step for suicide research. The difficulty in defining 
"definite suicide" has been shown, as has the value of 
observing how the interpersonal network operates both in the 
inquest situation and beforehand, wherever possible. Even though 
this information is limited it can be obtained through no other 
source, and has the additional advantage that all suspected 
suicides occurring in a specified area must pass through that 
source. Supplementation of this central material through the 
combined efforts of law, sociology, and medicine, is seen as 
the most fruitful method of overcoming these problems.
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CHAPTER V
A Three Year Study of A.C.T. Coroners' Records: Method
Background:
(a) Theoretical: The purpose of the following two chapters is
to highlight some of the methodological problems previously 
outlined, using the data collected to demonstrate both the 
existence and importance of such problems. The delineation of 
which cases constitute suicide appears to be basic, partly 
because the categories of "accident" and "open verdict" may 
include some "hidden suicides" due to variation in individual 
interpretation of both the facts and the law. An additional 
purpose is to collate as much data as possible on the completed 
suicide as a point of convergence for the different disciplines 
concerned with research into the prevention of suicide. As has 
been argued in previous chapters, there has been a tendency for 
sociologists to focus on the analysis of suicide rates,without 
necessarily questioning how these were produced, whereas 
medical practitioners have focussed mainly on the study of 
attempts at suicide, which constitute only a proportion of 
those at risk of completing suicide. Hence, in collecting this 
data,I was attempting to find a more adequate profile of the 
completed suicide, set,wherever possible,in the context of his 
interpersonal relations. This was the point of theoretical 
synthesis, as suggested by Gibbs, and the point of practical 
synthesis when considering the prevention of suicide as a 
public health problem.
In attempting to discover such a profile, many 
difficulties and inconsistencies were found in the categories
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of official statistics which, without access to the coroners'
records, would have been masked, especially in regard to
"disruptions of personal relations" as a precipitating factor
in suicide. Thus, both Gibbs' thesis as it related to the
individual (and only peripherally to the population), and
Atkinson's model of the suicidal process, provide the
theoretical framework in which the information was collected.
Atkinson's model, while encompassing a broader sphere of
disciplines (medical, sociological and legal) than Gibbs'
thesis, nevertheless has less dynamism in its conceptualisation.
The picture of "others being present" has a more static
implication than does the picture of the interplay of personal
relationships. Reiterating Atkinson's model:
The Three Stages in the Processes leading to Suicides being 
recorded as such: *
General Population of a Society:.
Stage 1:_________ •_________________
(A) Those who do (B) Those who 
not commit commit sui-
suicidal acts cidal acts
Stage 2:_____________________
I (A) Those who (B*) Those  ^
survive who die
Stage 3:_______________________
' (A) Those (B) Those
deaths not deaths
recorded recorded
as suicide as suicide
* Source: J. Maxwell Atkinson: "Suicide Statistics", The
Sociology of Suicide (ed. A. Giddens), London 1971, p.93
Atkinson postulated that the presence of others at each 
of these stages may play a significant part in the outcome of 
each, which is another way of saying that social isolation 
plays the same part. However, the data available may only tell
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something about Stages 1(B), 2(B) and 3(A) and (B).
(b) Environmental: Canberra, the only city in the Australian
Capital Territory,"*" may be regarded as atypical of the
Australian scene in terms of planning, function, population
size and structure, composition and growth. The city was
created as national capital and seat for the Commonwealth
Parliament in 1911. For the first forty years its population
growth was slow (28,000 in 1954) and because of its distinctive
function this population was largely composed of a public
2service work force. Since 1954, however, the population has
increased at an annual rate varying between 7 percent and
3 414 percent, (compared with the national rate of 2 percent; and
5by 1970 had reached 130,000. The public service workforce 
component has proportionately diminished over time; in 1966 
it comprised less than 33 percent, followed by teaching (16 
percent), community and professional services (16 percent), 
business and commerce (14 percent), building (13 percent) and 
manufacturing (8 percent). Canberra's large employers in 
addition to government are the Australian National University 
and the Commonwealth Scientific and Industrial Research 
Organisation which, like the Defence Forces, accounts forg7 percent of the workforce. Thus, Canberra has a predominantly 
white collar workforce and the rapid increase of its population 
has been attributed not so much to a continuing creation of 
public employment as to the fact that "the city grows so 
attractive that people want to live in it; and the population 
grows so diverse and clever that its own initiatives
Qincreasingly bring more people in".
In general, the population is unusually young, fertile, 
ful]y-employed and well-off, incomes being variously estimated
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as exceeding the national average by 15-30 percent. The
age structure in 1966 was as follows: 44 percent were under
21 (of whom one-quarter were full-time students) and less than
3 percent were over 65 or pensioned. The unemployment figure
was less than half of 1 percent. The origin of the population
was 75 percent born in Australia, 15 percent in the British
Isles and 10 percent in continental Europe. Of those born in
Australia 53 percent were born elsewhere than the Australian
Capital Territory.^ The fact that most of the inhabitants
of Canberra are immigrants either from other parts of Australia
or overseas may have, among other of the features mentioned,
some implications for mental health and other municipal
problems. For example, it has been suggested that mild and
moderate degrees of mental disorder may be more frequent than
12in other Australian cities. Some postulated relevant factors 
are the very high growth and mobility rates of the population, 
the frequent absences of the husband from the family, the 
smaller proportion of older supporting figures in the population, 
the absence of the extended family, possibly a higher stigma 
placed on emotional disorder, and the impermanence of 
relationships as a feature of Canberra life (approximately
13every sixth person having lived there for less than a year).
Some of these factors have been incorporated in a recent survey 
to assess the psychiatric needs of the city.
The monotony of housing, especially government housing,
which is a prominent feature of Canberra suburbs, has been
commented upon by Stretton who, however, sees compensations
in the fact that most houses have close access to the 
14countryside. On the other hand, there is a notable lack of
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slums - a characteristic of all new towns, but one which may
have implications particularly for adolescents and old people
15who wish to have the benefits of cheaper property. This may
16be put to all kinds of uses and is often said to give a city
its "character", or "soul". The New South Wales town of
Queanbeyan, just nine miles from Canberra, does perhaps serve
this function - "But some go from time to time from their
clean-shaven neighbourhoods just to remind themselves of the
look of real life. Ragged-edged roadways, for example, and
people who include a few fat or bent or toothless or black.
The street facades are likewise gap-toothed, decayed and
filled, patched with rusting corrugated iron. ... There are
also poker machines, which attract (presumably from Canberra)
twice Queanbeyan's adult male population to its Leagues Club.
For some of the passengers in white Mercedes from the garden
capital, this is Canberra's slum. But others come for the
chastening, or the nostalgia. Here are roots, home, normality.
17In a word - with a sigh - Australia".
Given -this background, well summed up by Stretton, of
the atypicalness and artificiality of Canberra as a city of
rapid social change and disrupted social relationships, one
could perhaps predict that the city may produce a high suicide 
18rate. However, the only figures on suicide rates at present 
available in relation to the other states of Australia are 
those for 1970, which do not bear out such a prediction:
TABLE 4
Deaths from Suicide and self-inflicted injuries: Crude Rates
Males and Females , States and Territories, 1970 *
Sex Crude Rates in States and Territories
NSW VIC. Q'LD SA WA TAS. NT ACT AUST.
Male 17.7 14.6 22.0 16.6 14.4 15.1 20.6 14.5 17.0
Female 7.9 7.1 8.0 7.1 7.9 10.3 6.0 3.1 7.6
* Number of deaths registered per 100,000 of estimated mean 
population Source: Table 8, Deaths, 1970, Commonwealth
Bureau of Census and Statistics, Canberra, Australia,
Ref. No. 4,8, p.19.
Thus, for 1970 the Australian Capital Territory had the second 
lowest rate in Australia for males, and the lowest rate in 
Australia for females. If such a relationship were to hold 
over a longer period, especially in respect to the very low 
rate for women, then suicide prevention centres may benefit 
from examination of some of the atypical social features of 
Canberra. These have been described briefly, as a background 
to the method, merely to show some of the "population social 
disruptions" which may be operating. In the three year sample 
obtained from the A.C.T. Law Courts' records, attention was 
focussed more on individual and group social disruptions, 
comparing their proportions, wherever possible, with those in 
the population.
Method:
With the permission of the Registrar of the A.C.T. Law 
Courts, the material available consisted,in the first instance 
of the Register of Coronial Inquiries for the three years from 
January 1969, to January 1972. This contained the file number 
name, date of death, date of inquiry, and coroner's verdict
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for all cases coming before the Coroners' Court during that 
period. From perusal of the Register, I was then permitted 
to obtain the numbers of any files for further examination.
The selection of the appropriate files for studying 
deaths from suicide was not always a simple task, primarily 
because of the possibility of "hidden suicides" in the open 
verdict category, in cases of drowning (when the qualification 
of "accidental" was not used) and single motor vehicle 
accidents. First, I decided to include for examination all 
cases which included such words as "wilfully self-inflicted 
wounds" or "wilfully self-administered drugs" or "drowning 
wilfully caused by himself", plus those in which the coroner 
stated that though there was no positive proof, "circumstances 
pointed to death by wilfully self-administered drugs", etc. 
Although, technically, the latter are classed as open verdicts, 
the positive proof is usually lacking only because there had 
been a considerable lapse of time between death and discovery 
of the body. It is safe to assume that the coroner would not 
add this qualification if he could, in honesty, avoid it. Next 
included for investigation were all cases of death due to 
drowning (when not classed as accidental), single motor vehicle 
accidents, self-inflicted deaths in which the coroner was unable 
to state from the evidence whether death was accidental or 
otherwise, and deaths whose cause was completely unknown.
After examining fifty of such files, forty-four were finally 
selected for inclusion as possible suicides, according to a 
definition which is elaborated below.
The files contained transcripts of the inquest, which 
was usually held about two to three months following each death.
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This consisted of the witnesses' reading and confirmation of 
statements made by them at the request of the police, shortly 
after the death was discovered. Among the witnesses was always 
the pathologist who submitted an autopsy report giving the 
medical cause of death; sometimes a general medical 
practitioner or specialist, if there had been one in recent 
attendance on the deceased; and other persons who either may 
have been in close relationship to the deceased, or merely 
impersonal observers of some incident which could aid in 
casting light on factors immediately preceding the death. For 
example, a person driving in a car had, in passing, seen a man 
tying his feet together before climbing over the rails of a 
bridge shortly before the man in question was found drowned. 
This observation would aid considerably in the inference of 
"intent". Between the reading of the witnesses' statements, 
questions from the coroner and the lawyer, if present, were 
often interposed. Finally, all the written statements were 
integrated into a police report which was comprehensive but 
concise, and was presented towards the completion of the 
inquiry, immediately before the coroner returned his verdict. 
The files also contained actual letters from medical 
practitioners where relevant, written at the request of the 
coroner, as well as suicide notes, together with positive 
identification of the handwriting.
Thus, in most cases, quite a large amount of evidence 
was available on the circumstances preceding the death, in 
relation to the victim's interpersonal network, his physical 
and mental condition, his living arrangements, whether or not 
he had ever communicated suicidal intent or had made previous
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attempts at suicide. Unfortunately, only in those cases 
where the person had been under psychiatric care was there 
any psychological history available, and even this was limited 
in most cases. Unless the psychiatrist was at pains to 
absolve an unfortunate "significant other" person from guilt 
in respect to the suicide, there was not very much information 
on the psychological and childhood background. However, the 
files were examined with the aim of extracting as much 
information as possible on all the factors mentioned, in the 
hope of identifying some of the most frequent preceding and 
precipitating factors. The coroner was sometimes helpful in 
enunciating these if he felt impelled to return the verdict 
of suicide.
On the negative side in relation to the transcript 
files, there was no format providing demographic data on the 
deceased person. At the inquest, however, coroners are in 
possession of demographic data obtained by the police, and this 
was subsequently made available to me.
Although sometimes demographic data emerged incidentally 
during the course of the inquest, additional information, more 
uniform and possibly more accurate, was made available through 
access to the death certificates of the cases culled from the 
Coroners' Register. This included age, sex, occupation, address, 
nationality, length of time in Australia, marital status, date 
and place of marriage, age at marriage and whether more than 
once married, number, age and sex of living issue, number of 
dead issue, cause of death signed by the coroner, father's 
occupation, mother's maiden name, and religion of officiating 
minister at the burial or cremation.
- 77-
Selection of Cases:
In the initial stages,the major problem was the
selection of the cases which may have been suicide, since only
the verdicts which specifically stated "suicide" were certain
candidates, both for examination and subsequent inclusion in
the sample. The latter assumption was based on Barraclough's
findings that coroners do not have personal idiosyncracies in
their interpretation of the legal definition of suicide, but
do, in relation to what constitutes an open verdict. There
was no official classification either of inquest transcripts
or death certificates into any specific categories, for example,
"suicide", "open verdict" or "accident". The former were filed
in order of date of death , and the latter usually in order of
date of registration, which obviously could only be finalised
after the coroner had given the verdict on the cause of death.
The latter date would also be the one from which official
statistics are compiled, which creates some difficulty in trying
to compare statistics compiled according to the date of death
(used by the coroners and the police) with official statistics
compiled according to the date of inquiry, unless they are all
compared at the individual case level. Douglas has commented
on the fact that at least two differing sets of statistics on
suicide are kept in any community, and any interpretation of
rates will depend on which set the researcher decides to use.
The higher rate is the one usually settled on because of the
inbuilt assumption that all are under-estimated. Bearing
this unverified assumption in mind, some medical researchers
have attempted to discover whether or not the assumption has
21any factual basis.
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While examining the fifty transcripts selected through 
verdicts suggestive of either suicide or possible suicide, the 
difficulty soon became apparent of the assessment of what 
constitutes evidence of intent. In all cases labelled as 
suicide by the coroners there appeared to be little doubt that 
these people may have wanted to die, partly because of various 
elements in their history, such as mental or physical illness 
or interpersonal disputes, or pending court actions. On the 
other hand, in the open verdict category and in one of the two 
car accidents (in one of which death was due to drowning), and 
another death which was merely labelled "drowning", some of 
the same elements appeared to be operating. The legal verdicts 
of the forty-four selected cases may be tabulated as follows:
TABLE 5
Verdicts in the A.C.T. Sample by percentages of Total Sample:
Percentage
Verdict n = 44
Suicide 68 
Open Verdict 27 
Drowning 5
However, if this table is modified to include in the suicide 
category all the open verdicts in which the coroner has stated 
that, though there is no positive proof, all the circumstances 
point to death by suicide, the following table results:
TABLE 6
Verdicts (modified) in the A.C.T. Sample by percentages of 
Total Sample:
Percentage
Verdict n = 44
Suicide 80
Open verdict 15
Drowning 5
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Thus, 80 percent of the cases selected were, for all practical 
purposes, labelled as suicides by the coroners, and 20 percent 
were left open, in that "drowning" (without any qualification) 
implies this interpretation and is one of the most difficult 
modes of death on which to pin a label.
The inclusion of 20 percent of cases not labelled,
legally, as suicides obviously requires some explanation.
Although it may appear presumptuous to bring them under the
"suicide" umbrella when the coroner has not seen fit to do so,
there are many legal and social restrictions operating on the
coroner which are not operating on a researcher. The lifting
of these, of course, could lead to an over-estimate of numbers
instead of the assumed present under-estimate, with which latter
assumption the coroners are in agreement. Suicide may be
regarded as the end product of the interaction of many complex
processes in the life of an individual,over some of which he
may exercise little or no control. These are, first, his
unique personality history; second, his social environment;
and third, a psychosocial crisis. If such a presentation is
accepted, then a different picture emerges from one that only
attempts to portray intent. In the main, only the last two
processes may be discerned from the data available. Thus, when
one dispenses to some degree with the necessity of producing
material evidence of intent (as the legal definition prescribes)
and perceives a self-inflicted death as incorporating the
possibility that there only may have been a wish to die
(because of one or a number of socially disruptive 
22circumstances), then one's conception of the number of cases
to be included may, perhaps, broaden. On the other hand, one
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may argue that the conception of numbers may just as likely 
narrow, for the legal verdict in cases of suicide "whilst the 
balance of the mind was disturbed", or "whilst temporarily 
of unsound mind" would cause to be eliminated those who were 
believed to be acting under the influence of hallucinations 
or delusions. Two of the A.C.T. cases (included in the sample) 
were of this nature, one being classified under the former 
verdict and one under "drowning", but there is just as much 
an argument for excluding, as for including them.
Douglas refers to six fundamental dimensions of
meanings which cover the different conceptual treatments in
2 3varying degrees. The most all-embracing one is suicide as
the initiation of an act leading to one's own death - it may
not lead directly to death, but "may simply be an act that
objectively places the actor's life in danger, whether he wills
24it or not, whether he knows it or not". However, as Douglas 
points out, these dimensions are so broad (also covering the
25
failure to initiate acts that are objectively necessary to life)
that they do not aid in distinguishing between something called
"suicide" and phenomena called "accidents" or "mistakes", or,
I may add, the types of death where the person is suffering
from delusions. Although Douglas discusses the latter types
in another context, additional to the six fundamental dimensions
of meaning, he excludes their consideration from this broadest 
2 6dimension, while at the same time asserting that the latter 
is worthy of retention. He thinks if it were not retained, 
many cases of ego-initiated death in which it would be very 
difficult, if not impossible, to show that the individual had 
intended consciously to kill himself or had decided to die by
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his own actions, would be excluded from at least potential use
in a theory of suicide. As an example he refers to fugue
states or amnesic states. Although he sees such phenomena as
possibly being quite anomalous, he asserts that "it is
precisely these extreme and rare phenomena that frequently add
27most to our understanding".
The other dimensions of meaning enunciated by Douglas
are: the willing of an act that leads to the death of the
wilier; the loss of will; the motivation to be dead (or to die)
which leads to the initiation of an act that leads to the death
of the initiator; and finally, the knowledge of an actor that
actions he initiates tend to produce the objective state of
death. Although these dimensions may overlap, Douglas considers
that they cover most of the important meanings found in formal
definitions of suicide in the Western world. Thus, they appear
to run the whole gamut of meaning, from that expressed in the
psychological concept of determinism (where unconscious factors
predominate) to that of the concept of free will, on which the
legal definition is based, and which is best expressed by
Gibbs "... the act (of suicide) entails a choice ... it is the
only truly irreversible decision that one ever makes, and it
2 8negates any version of the so-called rlaw of survival'".
The increasing tendency of society to proceed backwards, as it 
were, along this continuum of meaning from free will to 
determinism, reflected in one way by the transferring of the 
concept of suicide from the realm of law towards the realm of 
medicine, is merely a reflection of a more general change in 
basic attitudes towards crime and the criminal, in that what 
was once considered "bad" is now more likely to be considered
mad" .
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The difficulty in ascribing meaning to any particular 
self-inflicted death hence appears insuperable. However, if 
one bears Douglas' dimensions in mind and combines Gibbs' 
postulate of "disruptions in social relations" with the 
notion that the deceased's social situation may have been 
perceived by him as worthy of drastic change, and which 
perception may have been either observed by, or communicated 
to, a member of his social network, then some justification 
for the inclusion of the following nine cases not labelled as 
"suicide" may perhaps be made. The superficiality of this 
concept is recognised as such, and a degree of bias is 
inevitable, both being tailored to fit the available data.
The cases described will only briefly state the relevant points, 
for the sake of anonymity;
(1) A person who had received medical treatment for 
depression in the previous few months had a car crash into a 
tree shortly before a scheduled initial appointment with a 
psychiatrist. The coroner stated that the person died from 
injuries received when the car left the side of the road, but 
was unable to say why the car left the road. A witness had 
seen the person inspecting the trees near the site of the 
crash when he (the witness) was proceeding one way along the 
highway. On his return journey he saw this vehicle smashed 
into one of the trees, and went to obtain help. There had been 
no witness to the actual crash. "Open verdict".
(2) Physical illness in an adolescent, perceived by 
the victim as socially unacceptable. Death was due to a large 
self-administered overdose of tablets prescribed for this 
illness. The attending medical practitioner thought the victim 
was trying by this method to effect a quick self-cure - that
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this was not suicide. "Open verdict".
(3) Elderly person, recently retired from executive 
position because of "nervous anxiety" and periods of 
depression. Lived alone, was single, and had been upset about 
the death of a brother a few months previously. Police found 
that where the rent had always been paid in advance, on this 
occasion it had been paid only up to the date of death. The 
medical practitioner, who had seen the victim on the presumed 
day of death, thought that this was not suicide because the 
person's religion would never permit such an action. He 
believed the overdose of prescribed tablets was taken by 
mistake (in that memory defects were common at that age), and 
death occurred only because no one had been around to discover 
the accident in time. "Open verdict".
(4) Self-inflicted gunshot wound on an elderly 
widowed person, who had frequently made a statement to a 
friend after a few beers that "no bastard will bury me". "Open 
verdict"
(5) Self-inflicted gunshot wound to the head in a 
person who was used to handling guns; some evidence of 
depression (although not immediately preceding the act) for 
which there had been general medical treatment. No medical 
evidence was available at the inquest because the doctor was 
out of the country. The victim, who had recently retired, was 
due to keep an appointment with him on the day the self­
shooting occurred. "Open verdict".
(6) Carbon monoxide poisoning in car in isolated
area. Single person, recently receiving psychiatric treatment 
for a long-standing mental disorder. The victim had experienced
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a frustrated relationship with a married member of the 
opposite sex, to whom a suicidal communication was made on 
the day of death. "Open verdict".
(7) A person of no fixed abode living an isolated 
life, separated from family (spouse and children) for a number 
of years, had a physical illness for which a medical 
practitioner was consulted that day. Death occurred in a 
hostel from an overdose of prescribed sedative. "Open verdict".
(8) A person who was being treated for psychiatric 
disorder in hospital had told her spouse during visiting hours 
that she believed the police were in pursuit of her for various 
offences, the spouse knowing that this was all in the deceased's 
mind. Later she disappeared from hospital and was subsequently 
found drowned in the lake. "Drowning".
(9)A person whose car veered over the bridge into the 
lake in the early hours of the morning. He had a propensity 
for gambling, about which he showed great concern. He stayed 
away from home for days at a time, and some months earlier had 
told a relative: "If I can't break the gambling habit, I shall 
kill myself in my car". Prior to death he had been away from 
home for a longer period than usual and had approached a friend 
for a loan the afternoon before death; he spent several hours 
at a club watching television and sleeping, and was finally 
asked by the proprietor to leave because of the late hour. He 
did not drink alcohol except on rare occasions and had not been 
drinking on the night of his death. The verdict stated that 
the car crash over the bridge was accidental, but death was due 
to "drowning".
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Most of these cases were included because the scales 
could just as easily have tipped towards, as away from, a 
suicide verdict, when simply considering the inquest evidence. 
The last case, however, is probably the most doubtful one to 
include, since it was pointed out by the lawyer that the rails 
of the bridge were as flimsy as aluminium foil, a point to 
which the coroner said he would draw the attention of the 
appropriate authorities. Drowning as a cause of death is one 
of the most difficult to interpret as to whether it was 
accidental or otherwise. However, of the seven cases in the 
sample who died from drowning, five were officially designated 
as "suicide", and in case (9) above, there was a problem in 
deciding whether it should be categorised as "motor accident" 
or "drowning". In classing it as "drowning" I have virtually 
transposed the verdict, though not the mode of death, into 
"open" because from the history it appeared that there may have 
been some underlying suicidal tendencies - hence its inclusion 
in the data.
Further justification for the inclusion of some of the 
above nine cases may be obtained by making a comparison 
between the statistics I have collected (henceforth called the 
A.C.T. sample) and those for the A.C.T. compiled by the 
Commonwealth Bureau of Census and Statistics for the years 1969 
and 1970, according to numbers and sex. The category used 
in the official statistics is that of "Suicide and Self- 
inflicted Injuries", and is based on the date of inquiry rather 
than the date of death, and taken from the coroner's verdict 
as stated on the death certificate, possibly with further 
investigation where considered necessary. This comparison is 
illustrated in Table 7.
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TABLE 7
Comparison between numbers in the A.C.T. Sample and those in
the Official Statistics (a) by Year, (b) and Sex:
Total Numbers in Total Numbers in
A.C.T . Sample Official Statistics
Year Male Female Male Female
1969 11 5 9 5
1970 10 3 10 2
(a) Source: Australian Capital Territory Statistical Summary,
Commonwealth Bureau of Census and Statistics,
Canberra, Australia, 1971 and 1972
(b) The official figures for 1971 were not available.
The discrepancy of two in the numbers of males in 1969 
may be accounted for by Case (1) and Case (9) above - the 
former being categorised by the coroner as an "open verdict", 
and the latter as either a "motor accident" or a "drowning".
The initial cause of death in both these cases was a car 
crash, which is never further investigated by the Commonwealth 
Bureau of Census and Statistics despite their ultimate 
responsibility (statistically speaking) in assigning the cause 
of death. The discrepancy of one in the number of females for 
1970 is probably due to my inclusion of Case (3) above, as the 
other two females in 1970 were "definite suicides". The equal 
numbers of females for 1969 and males for 1970 implies that 
the official statistics have included Case (2) and Case (5) in 
1970, as well as all the open verdicts in which the coroner 
has stated that though there is no positive proof, the 
circumstances point to death by suicide. Therefore, for the 
years 1969 and 1970, at least, all except one person have been 
included, or accounted for, in the A.C.T. sample in a similar 
way to that recorded in the official statistics. The remaining 
"open verdicts" I am unable to compare because of the lack of
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29availability of the official statistics for 1971.
In this sample I have not included any deaths in 
which the coroner was unable to state how, when, where, or 
why the death occurred, or any single motor vehicle accidents 
in which there did not appear, in the history, to be anything 
suggestive of suicidal tendencies. For example, one car crash 
into a telegraph pole which did appear to puzzle the police, 
who could find no evidence of skid marks or excessive speed, 
and after which the victim lived for a few weeks, seemed a 
likely candidate for inclusion in the sample. However, when 
the police visited the victim in hospital after the accident 
to discuss what was to be done about his car, he replied: 
"Never mind about my car - just get me fixed up". This remark 
(although it may have represented a change of heart) combined 
with the fact that there was nothing in the evidence,except 
that already mentioned, to suggest anything other than 
accidental crash, excluded the case from the sample. One of 
the problems in relation to car crashes and suicide is that 
apart from the difficulty in establishing proof, the police 
probably only rarely investigate such cases with this 
possibility in mind because of the difficulty in establishing 
proof. This creates a vicious circle, so that there is a 
paucity of information at the interpersonal level in the 
evidence at the inquest. Such evidence is more likely to be 
related to technical information and statements from objective 
observers of the actual crash.
Another problematic case, finally excluded from the 
sample after much deliberation, was one in which the verdict 
stated that the person "died from severe acute alcohol 
poisoning through the excessive drinking of intoxicating
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liquor" . There was certainly no evidence of intent to die 
in this case, but there is an argument that after several 
alcoholic drinks a person may be in a similar mental state 
to those acting under the influence of delusions, and obviously 
the result is more of a self-inflicted one in the former than 
in the latter. However, the case was finally excluded on the 
grounds that no person would expect to die from alcohol 
drinking alone, although in many cases of suicide and attempted 
suicide there is a propensity for alcohol consumption to 
bolster the courage as a preliminary to the self-administration 
of potentially more lethal substances. ^  This case did not 
appear to fit into any but the broadest of Douglas' definitions, 
and even then it would have to assume a false context.
The forty-four cases finally selected were then charted 
and analysed on all available variables, and as this chapter 
has shown, although the equivocal deaths were selected through 
individual interpretation of what constitutes suicidal 
tendencies, there is a reasonably close correlation, over this 
short period, between cases included in the sample and those 
in the official statistics.
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CHAPTER VI
A Three Year Study of A.C.T. Coroners1 Records: Findings
The theoretical significance of interpersonal 
relations, particularly the disruption of social relations, in 
the etiology of suicide is apparent in the convergence of the 
sociological and medical perspectives as depicted in previous 
chapters. A study of forty-four self-inflicted deaths was 
undertaken as a preliminary step in examining the empirical 
significance of such disruptions. Clearly, examination of 
official records alone has its limitations. The methodological 
problems presented by the inquest situation has been brought 
out in Chapter IV. This particular piece of research is 
restricted by two additional problems. One condition for access 
to the official records was that the principal witnesses 
involved in any cases could not be interviewed. Another 
condition was that anonymity be maintained in each case, which 
rules out the possibility of presenting the data in the form 
of case studies, given the way the restriction was intended.
Thus, the first condition restricts the nature of the information 
available and the second limits the analysis to a statistical 
summary of the completed suicides. Given these restraints, 
this chapter summarises the clues regarding disruption of 
interpersonal activity that may be gleaned from official data.
The concept of disruptions in social relations as an 
etiological factor in suicide implies the presence of 
relationships with others in order for such disruptions to occur. 
This is in contrast to the more static concept of social 
isolation, for which feelings of loneliness and absence of
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relationships with others are some of the indicators. However, 
social isolation may well be a result of disruptions in social 
relations, so that the latter concept may be regarded as an 
expansion of the former, but indices for it may be more 
difficult to pinpoint. Gibbs makes no claim for any type of 
disruption as being crucial, but uses as the referent "any 
instance where a regular pattern of social interaction between 
two or more persons is interrupted".^
Although communication with others is not the only 
channel through which disruptions in social relations may occur 
(in that non-communication can also be a source of such 
disruption), it is assumed that most disruptions result from 
either communications of interpersonal conflict or from object 
loss. The latter may be physical in the sense of death or 
departure of a person who has provided a significant relationship 
in another person's life, or it may be more objective in the 
sense of, say, anticipated loss of status through pending loss 
of employment or a pending court inquiry. In most cases, 
however, the impact of the disruptions is judged by the effect 
produced on the relationship with others in the person's social 
network. Such an approach contrasts with Durkheimian theories 
where social isolation is seen as a necessary condition for 
suicide. In the context of disruptions of social relations, 
then, the following variables are seen as appropriate for 
examination:
(1) Age, particularly in relation to change from one age group 
to another, because transition stages of the life cycle are 
more likely to be socially disruptive (e.g., adolescence, the 
transition from young adulthood to middle age, and that from
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middle age to old age) than more stable stages.
(2) Marital status, because the different statuses carry 
different capacities for disruptions in social relations, in 
that those who have ever married are more likely to have 
experienced disruptions in social relations because of 
opportunity, than those who have never married.
(3) Parenthood, for similar reasons to those of marital 
status, in that the presence of children may offer more 
opportunities for disruptions in social relations.
(4) Birthplace and length of time in Australia, because of the 
general assumption that recent migration and lack of knowledge 
of the English language would be socially disruptive, as opposed 
to long-term migration with increased fluency in English. This 
assumption is based on both object loss (in terms of culture) 
and communication loss (in terms of language).
(5) Living arrangements, for similar reasons to marital status 
and parenthood, in that people living with others would be more 
likely to experience disruptions in social relations than those 
living alone, due to greater opportunity.
(6) Suicide notes, because these are a form of communication 
and may therefore offer an explanation for the suicidal action 
in interpersonal terms.
(7) Communication of intent, in order to discover what types 
of communication and to whom they are made, since a clearer 
picture of these could be an important element in suicide 
prevention.
(8) Previous attempts at suicide, since these have been shown
to provide a nucleus from which a proportion of completed
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suicides are drawn. Suicide attempts have been regarded by 
some authors as a form of communication of intent or "cry for 
help" and the response to these by people in the social network 
may determine whether the outcome is fatal or not. Analysis of 
responses to previous suicide attempts in a sample of completed 
suicides may demonstrate methods of how not to handle people who 
have attempted suicide.
(9) Medical care, for the following reasons: (a) the fact of
seeking out such care implies awareness of the need to 
communicate that there is something, either physically or mentally 
wrong, to someone who may be able to help; (b) medical 
practitioners have recently been contacted in about three- 
quarters of cases of completed suicide; and (c) the doctor has 
within his therapeutic armamentarium potentially suicidal 
weapons, especially sedative drugs, which he may prescribe for 
the patient in order to alleviate the symptoms for which he has 
sought help. Thus, disruption of the doctor-patient relationship 
may have suicidal consequences.
(10) Suicide linked with active or passive aggression directed 
against others, because these situations appear to represent the 
ultimate in "disruption of social relations". The act or thought 
of eliminating another person before the elimination of oneself 
has the most violent connotations in some situations, although
in others (e.g., parent's killing of offspring), there may be 
altruistic motives in that the intention is often to spare the 
victims the sufferings of this world.
(11) Possible precipitating factors, in order to determine 
whether there is a pattern of particular social disruptions 
which may be incorporated into prevention programmes.
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Although all the above variables, to be discussed in 
more detail below, were selected on the basis of either 
capacity for, or evidence of, disruptions in social relations, 
the explanations for the findings were usually made within the 
former frame of reference. This was because in most cases 
there was more evidence for the existence of a social network 
than there was for the existence of social isolation. It is 
recognised that the presence of others is not indicative of 
the types of relationships which pertain to others, in that 
these are just as likely to be a source of comfort as a source 
of conflict. But, it is assumed that the presence of others 
presents opportunities for interpersonal conflict. Indications 
of conflict have been brought out to some extent in the final 
category where nine varieties of disruptions were found to be 
operating in the majority of cases in the sample.
(1) Age:
TABLE 8
Comparison between percentages
the A.C.T. Population
Self-inflicted Deaths by Age: 
in the A.C.T. Sample, and in
% of Sample
Age groups n = '
15-24 years 16
25-34 years 23
35-44 years 14
45-54 years 27
55-64 years 13
65-74 years __7
100
* Source: A.C.T. Census, 1966,
1972, p .15
% of Population (15-74 yrs) 
n = 63,000
28
24
23
14
8
_ 3_
100
A.C.T. Statistical Summary,
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From Table 8, all the younger age groups (44 and
under) are under-represented in the sample compared with their
proportions in the population at risk, and the older age groups
are over-represented in the sample, a fact which corresponds
with several other studies where the propensity for suicide has
2been shown to increase with age. The 45-54 age group is the 
most over-represented and this may be related to changes
3associated with the "empty nest", represented by the family's 
growing up and leaving home, which may cause parents to feel 
that they have outlived their usefulness. Over the age of 55 
the differences between the proportions diminish, but are 
still high, suggesting vulnerability increases, which may be 
expected if vulnerability to interpersonal disruptions increases 
with age. Hence, the stage of the life cycle most likely to be 
regarded as socially disruptive (apart from adolescence) is 
reflected in the sample by the highest proportion of self- 
inflicted deaths.
(2) Marital Status:
TABLE 9
Self-inflicted Deaths by Marital Status and Sex: Numbers and
Percentages of Sample and Percentages of Population *
Marital Status Male
Sex
Female Total
% of 
Sample 
n = 44
% of Popula- 
tion (l5 yrs 
and over) 
n = 64,000
Single (15 yrs
and over) 7 3 10 23 29
Married 20 9 29 66 65
Married but per­
manently
separated - - - - 1
Divorced - 1 1 2 1
Widowed 3 1 4 9 4— — — — —
Total: 30 14 44 100 100
* Source: A.C.T. Statistical Summary, 1972, p.21
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The points to note from the above Table are the 
under-representation of the single and separated, the slight 
over-representation of the married, and the divorced, and 
the more marked over-representation of the widowed. The 
designation of marital status for the sample was taken from the 
death certificates in order to approximate the official statistics 
as nearly as possible. However, it was discovered on further 
examination of the inquiry transcripts that the use of official 
categories sometimes may be misleading, especially when looking 
at the concept of "disruptions in social relations". For example, 
for three of the males designated as married, the current marriage 
was a second marriage (stated on the death certificate), and one 
of these was separated from his second wife (elicited from the 
inquest transcript). Also, two of the males were living in two 
distinct de facto relationships at the time of their deaths - 
one being officially designated as married (he was in fact 
married but permanently separated from his wife and living with 
a de facto wife), and the other was designated as single. 
Apparently, de facto is not a legally recognised status for a 
male, though it is for a female, but as there were no suicides 
among females living in this relationship I was unable to 
discern whether the term would have been used officially anyway. 
From this sample, then, the de facto relationship could be said 
to have more deleterious consequences for the male than for the 
female, and officially it was a masked status.
Another related problem in categorisation arose from 
comparison between official designations and information from 
inquest records which showed that four of the married males 
were, in fact, separated at the time of death, and one of the
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married females was married bigamously (or, more accurately, 
multigamously). These discrepancies have obvious implications 
when trying to examine the problem of suicide in the context 
of "disruptions of social relations", showing that 
examination of the transcripts often has more to offer in 
relation to true status than does examination of the death 
certificates and hence official statistics.
From Table 9, it appears that marriage, officially
designated, does not protect people from suicide, as evinced
by their slight over-representation in the sample compared
4with the proportion in the population. If the six males 
living in apparently disrupted social situations described 
above are re-distributed into "married" and "separated" 
categories, we obtain the following proportions: the married
category becomes 59 percent of the deaths in the sample due 
to the transfer to it of the single male living in a defacto 
relationship and the transfer from it of the four separated 
males; the single category now comprises 20 percent of the 
deaths in the sample and the separated category comprises 
9 percent. The latter category now is over-represented by 
almost the same margin as the single category is under­
represented, and this over-representation is greater than that 
in the divorced and widowed categories combined. One 
explanation for the two extremes (in the single and the 
separated categories) is that those who have never married may 
not be as subject to "disruptions in social relations" as are 
those who have been married, perhaps again because of lack of 
opportunity for social conflict. The separated category is 
probably the most unstable and the most masked of the statuses, 
for though it is an official statistical category it apparently
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is not used on death certificates. At the very least, these 
data do not support a social isolation thesis.
(3) Parenthood:
To determine whether the presence of children among 
married people acted as an inhibiting agent against suicide, 
the following Table was constructed:
Self-inflicted Deaths
TABLE 
among the
10
i Married by Parentage and Sex:
Number and Percentage of Total Married:
% of Total
Parentage Male Female Total Married
Number with at least
one child living 18 6 24 83
Number without
children 2 2 4 14
Number with at least
one child dead — 1 1 3
Contrary to expectation, the presence oiE children did not appear
to act as a restraining influence, particularly in regard to 
males, 41 percent of the total sample being composed of 
married men with at least one child. The loss by death of a 
child did not appear to operate as one of the "disruptions in 
social relations", since the only person in the whole sample 
who had any "dead issue" had murdered the children before 
committing suicide. It seems that in this sample at least, the 
presence of children may be, in Dürkheim's term, a "coefficient 
of aggravation", rather than the reverse. None of the single 
people had any children, and among the widowed, three of the 
four, or 75 percent, had at least one child, and the only 
divorced person did not have any children (a factor which 
apparently had contributed towards the divorce some years 
previously). Thus, one of the factors favouring the low
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proportion of single people in this sample may have been the 
absence of children, adding reinforcement to the thesis that 
"disruption in social relations", in social conflict terms and 
as indicated here in terms of differential opportunity for 
conflict, may be a primary etiological factor in suicide, in 
contrast to social isolation.
(4) Birthplace and length of time in Australia:
Since migration plays a relatively large part in 
Canberra's population composition and growth, the proportions 
in the sample were compared with those in the population 
according to the language of birthplace. This comparison was 
made because whether or not migrants are of English-speaking 
origin may be a factor affecting differential integration into 
the Australian community. One would expect lack of knowledge 
of English to be socially isolating, as Krupinski and Stoller 
have shown in their Victorian study of European married female 
migrants, in whom a high incidence of mental illness was 
associated with a lack of knowledge of English. However, in 
relation to suicide, Whitlock found that migrants to Australia 
from Great Britain, Ireland and New Zealand showed a higher 
suicide rate than Australians, whereas Southern European
rimmigrants showed a lower rate, 
sample are as follows:
The proportions in the A.C.T.
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TABLE 11
Self-inflicted Deaths by Birthplace and Language of Birthplace, 
Comparison between Percentage in A.C.T. Sample and in A.C.T. 
Population *
% in A.C.T. Sample % in A.C.T. Population
Birthplace II n = 96,000
Australia 59 74
New Zealand - 1
Europe - U.K. and 
Republic of Ireland 16 10
Non English-speaking 
countries 18 13
Total Europe 34 23
Other Birthplaces _7 _2
100 100
* Adapted from 1966 Census , A.C.T. Statistical Summary, 1972,
p. 21.
Thus, 41 percent of the sample was born outside Australia 
compared with 26 percent of the population. Although European 
countries were over-represented in the sample, there was little 
difference in the degree of over-representation whether English 
or another language was the language of origin, which tends to 
refute the importance of language as an index of integration. 
Further breakdown showed that England provided the largest 
proportion of migrants in the sample, followed by Germany and
7then Scotland. Regardless, the potential disruptive (or 
isolating) influence of immigrant status is apparently 
substantiated. However, of those born overseas, 89 percent had 
been in Australia for more than five years. The overseas-born 
in the sample are compared with the same category in the A.C.T. 
population according to length of residence in Australia in
Table 12:
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TABLE 12
Comparison between Proportion of Overseas-born in A.C.T.Sample 
and in A.C.T. Population by Period of Residence in Australia *
% Overseas-born in % Overseas-born in
Period of Resi­
dence in Australia
Less than 5 years
5 years and over
Not stated
A.C.T. Sample
11
89
100
A.C.T. Population 
n - 25,000
29
69
2
100
* Source: 1966 Census, A.C.T. Statistical Summary, 1972, p.22
Table 12 shows that the proportion of overseas-born in 
the sample who have been in Australia for more than five years 
far exceeds their proportion in the population. Similarly, in 
the reverse direction, the sample proportion of those in 
Australia for less than five years falls far short of that in 
the population. Again, this is contrary to expectation, in 
that one would expect the most disruptive period for migrants 
to be during the early stages of adjustment. However, the fact 
that 63 percent of the overseas-born who had been in Australia 
for five years or more were married, and 38 percent were in the 
older age groups, may contribute to the reason for the higher 
proportion among long-term migrants. Perhaps the initial 
disruptions of migration per se are not as important as 
unfulfilled aspirations. Also, language may be significant in 
the opposite direction from that anticipated, in that fluency 
in English may present people with increased opportunity for 
involvement in social conflict, whereas the lack of knowledge 
of English in short-term migrants may protect them from such 
conflict. The latter may be more inclined to remain within 
their own cultural group where they feel more comfortable than
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when attempting to mingle with the host society. Whitlock has 
pointed out the possibility that the expectations and migration 
experience of English-speaking migrants in Australia may be gdrastically different from that of settlers of European origin, 
although he postulates the differences in terms of assimilation 
rather than conflict.
(5) Living Arrangements:
TABLE 13
Living Arrangements at time of Death - Numbers and Proportions:
Living Arrangements Male Female Total % of Sample
Living alone (including
hostel) 5 2 7 16
With spouse and/or
children 15 9 24 55
With de facto spouse
and/or children 2 - 2 4.5
With parents 3 2 5 11
With adult children - 1 1 2
With friends 3 - 3 7
Witt>6ther relatives _2 - _ 2 4.5
Total: 30 14 44 100.0
The highest proportion in the sample was composed of those living
with spouse and/or children, followed by those living alone, the 
latter including three males living in hostels at the time of 
death. Although this is not living alone in a physical sense, 
these people appeared to be socially isolated in the hostel 
situation. Contrary to expectation, then, 84 percent of the 
sample were living with at least one other person at the time of 
death. Again, such a finding tends to refute Atkinson's theory 
that the presence of others at all stages in the process of 
suicide will aid in its prevention, as well as other studies
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which have shown that marriage and living with others has a 
deterrent effect in relation to completed suicide. Again the 
finding confirms the "disruptions in social relations" theory 
only to the extent that the presence of others may provide 
opportunities for such disruptions.
(6) Suicide Notes:
Analysis of suicide notes was considered to have 
significance from the interpersonal viewpoint. Eleven people 
(25 percent) in the sample left suicide notes. Of these, one 
was known to have been concealed, having been found among the 
deceased's papers by a friend, who destroyed it but described 
the contents at the inquest. Three notes fell into Jacobs'
(see Chapter II) category of "first form notes" requesting 
indulgence or forgiveness, two fell into the "last will and 
testament" category, and two into the "direct accusation" 
category. Of the remaining four, one was incoherent, one 
explained the reason for the unhappiness, one was an indirect 
accusation - "I told you I would make you a widow", and the 
other was equivocal in that it stated that the person was going 
out for a while and would not be late. This may have meant 
either that the self-damaging action was only decided upon 
after leaving home, or that strong feelings of hostility were 
harboured. Thus, only 28 percent of the notes fell into 
Jacobs' categories, and only three, or 27 percent, of these 
gave a detailed account of motives. The act of leaving a note 
was found to be more likely if the person was either married 
or separated, or in the 25-34 age group, so that it was more 
likely to be felt as a social need by the writer than as a 
vehicle for revealing true motives. It was observed while 
collecting the data that no one who lived alone left a note.
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A suicide verdict was returned in all cases where a note had 
been left.
(7) Communication of Intent:
Excluding previous attempts at suicide, which have
been regarded by Murphy and Robins as a form of communication
9of suicidal ideas, and with which I shall deal separately,
27 percent of the total sample had made some form of prior 
communication of intent to commit suicide. Four females 
(28 percent of the females in the sample) and eight males 
(27 percent of the males in the sample) communicated their 
intent. From the transcripts of the inquests it appeared that 
these communications varied from simply wanting to die, to 
oblique references to death or burying, to straightforward 
statements of wanting to commit suicide. In this series, the 
communications were usually made only to one person, and from 
the evidence available, only in one of these cases was the 
communication made directly to a medical practitioner. In 
25 percent of those communicating intent, there were two 
recipients - in one case two friends, in another the spouse 
and a friend, and in the third case, two children. In 42 percent 
of the people communicating intent, the spouse was a recipient. 
The other recipients were either friends or other relatives, or 
the medical practitioner (psychiatrist) referred to above. 
Therefore, it appears that there would be some value in 
educating all sections of the community in the types of 
communications which should be taken seriously in an attempt to 
prevent suicide.
(8) Previous Attempts:
One third of the people making verbal communications 
of intent had also made at least one previous attempt at suicide.
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However, there were several others who had made at least one 
previous attempt, as depicted in Table 14:
TABLE 14
Self-inflicted Deaths by Previous Attempts at Suicide:
Percentage of A.C.T. Sample:
No. of Previous 
Attempts No. of Persons % of Sample
None 31 71
One 7 16
More than One _6 13
Total: 44 100
Thus, 29 percent of the total sample had made at least one 
previous attempt at suicide, this comprising 27 percent of the 
males in the sample and 36 percent of the females. On the 
other hand, 71 percent had never made a previous attempt,^ 
and of these, 74 percent had never made a suicidal 
communication. Hence, 52 percent of the total sample had never 
given a warning of intent, either by verbal communication or 
previous suicidal attempt. Non-communicators are therefore a 
group that would be difficult to prevent from committing 
suicide, which explains the medical preoccupation with those 
who have made a previous attempt, although they provide a 
minority of those completing suicide. One of the problems in 
dealing with people who have made either communications, or 
more particularly previous attempts, is that they are likely to 
become so closely watched by members of their social network 
that their efforts to complete the act may become more 
determined. Kobler and Stotland have emphasised the importance 
of the hopeful, positive attitude that should be taken towards 
these people, rather than the suspicious, watchful one.'*''*'
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(9) Medical Care:
In the sample there were fourteen males (55 percent of 
the males) and ten females (71 percent of the females) who had 
a history of emotional disorder for which they had received 
medical treatment at some time in their lives. This comprised 
an overall proportion of 55 percent. Included among these was 
a proportion, amounting to 39 percent of the total sample, 
which had received psychiatric care at some time in their lives. 
Also, 25 percent of the sample had received psychiatric care 
during the six months prior to death. Finally, the number of 
persons who had received any medical care in the three months 
prior to death is shown in Table 15:
TABLE 15
Numbers of deceased persons who had received any medical care in 
the three months prior to death by type of medical practitioner 
consulted (n=27):
Type of 
Practitioner Male Female Total
% of Total 
Sample
General Practitioner 10 10 20 45
Psychiatrist 6 4 10 23
Other Specialist 1 2 3 7
More than one Practitioner 3 3 6 14— — —
Total: 20 19 39 89— —
* included in the previous 
These findings are
three categories 
in accord with many others , quoted
by Burvill, who found 73 percent in his own study had a
recognisable mental illness. He notes: "The high number of
suicides who had had previous treatment for mental disorder, and
especially those who had been seen recently by a psychiatrist
or a general practitioner, raises a query regarding the
12standard of care of this category of patient". However, in a 
further 39 percent of the total sample, there was no evidence
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of medical consultations in the three months prior to death, 
and in 25 percent of the total sample (all of whom were males) 
there was no evidence of any medical care at any time. Hence, 
61 percent of the sample had consulted at least one physician, 
and 39 percent had not, in the previous three months.
A pattern emerged from the data in relation to
scheduled appointments with physicians with some persons dying
within a few days, or even a few hours, prior to a scheduled 
13appointment, and some dying within a short period after an 
appointment. The numbers are shown in Table 16:
TABLE 16
Persons dying shortly before, or shortly after, a scheduled 
appointment with a medical practitioner (n=12):
Type of Persons dying Persons dying 
Medical shortly before shortly after 
Practitioner appointment appointment
General Prac­
titioner
Male Female Total Male Female Total
Psychiatrist 1 
Other Specialist - 
Total: 3
Of the people dying shortly before an appointment, 60 percent 
were due to see general practitioners,and 40 percent to see 
psychiatrists. However, in those dying shortly after a 
consultation, 86 percent had just consulted their general 
practitioner and 14 percent another specialist. Table 16 
excludes visits from the physician while the patient was in 
hospital, since these are not scheduled. But, an additional 
two people in the sample who were patients in the psychiatric 
ward of the hospital committed suicide shortly after having 
been visited by a psychiatrist.
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Deaths from an overdose of medically prescribed drugs 
comprised 33 percent of the sample. Of these, one-quarter had 
obtained them, or taken them from another person for whom they 
had been prescribed. For three of the four people doing this 
there was no evidence available of any medical care. However, 
among the remaining three-quarters of those dying from an 
overdose of drugs, all had been under medical care in the 
previous three months. The modes of death used by those who had 
received recent medical care are shown in the following Table:
TABLE 17
Deaths of persons who received recent medical care, by mode of
death and type of care * (n=27) :
Mode of General Other
Death Practitioner Psychiatrist Specialist Total
Overdose of
prescribed drugs 7 4 1 12
Hanging 2 1 1 4
Drowning 2 2 - 4
Gunshot Wound 2 - 1 3
Carbon monoxide
poisoning — 1 - 1
Car crash 1 - - 1
Poison 1 - - 1
Jumping from height 1 — — 1
* If one person had consulted a general practitioner and 
psychiatrist or other specialist, only the specialist was 
counted in this Table, so that the proportions would not 
add to more than 100 percent. There were, in fact (see 
Table 15) six people who had consulted more than one 
medical practitioner, in five of whom the consultants 
had been a general practitioner and a specialist, and in 
one of whom both consultants had been general practitioners.
Thus, of the people who had recent medical consultations
44 percent had died from an overdose of medically prescribed
- 108-
drugs, 15 percent from hanging, 15 percent from drowning,
11 percent from gunshot wounds, and a further 15 percent from 
miscellaneous methods. Among those dying from an overdose 
of prescribed drugs, 58 percent had consulted a general 
practitioner only, 33 percent had consulted a psychiatrist, 
and 9 percent another medical specialist. In the case of all 
these practitioners the drugs taken were not necessarily 
prescribed by the category of doctor for which the numbers in 
the sample are listed. For example, in one case where a person 
was under psychiatric care, sedative drugs were obtained from 
the patient's general practitioner, and in another case they 
were obtained from the general practitioner acting on the 
psychiatrist's advice. In another case a person under 
psychiatric care obtained prescriptions from numerous general 
practitioners, using a false name and address. Hence, it is 
difficult to state which category of medical practitioner can 
be related most to people in the sample having a propensity for 
taking an overdose of medically prescribed drugs.
From the foregoing paragraphs relating to medical care, 
it appears that the whole range of medical practitioners need 
to acquire more knowledge in the recognition and treatment of 
potentially suicidal people, as already demonstrated by Burvill^
Combining the sociological and medical perspectives, 
Oliver and Hetzel have recently shown a relationship between 
suicide rates from drug overdosage in Australia, and the 
availability of sedative drugs under the Pharmaceutical 
Benefits Act. The authors say that during the period 1961 to 
1967, ingestion of overdoses of therapeutic substances achieved 
prominence in Australia as the predominant means used in deaths 
reported as suicide, and did so to a greater extent than in any
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other country currently publishing national mortality
statistics. Since mid-1967, however, when severe restrictions
on subsidised prescriptions of sedatives came into force,
definite decreases have been observed in the availability and
consumption of sedatives and the rate of suicide due to drug
ingestion, without concomitant increases in suicide by other
15means being observed. Unfortunately the present sample is 
too limited, both in numbers and over time, to test whether such 
a relationship could be found in the A.C.T.
(IQ Suicides linked with active or passive aggression against 
one or more persons:
The above phenomenon was examined because (a) it 
represents the ultimate in "disruptions of social relations" 
and (b) in the history of four, (9 percent) of the people in 
the sample who were categorised as "suicide" by the coroner, 
there was evidence of either direct killing, or attempting to 
kill, another person or persons, or of allowing another person 
to die without seeking any outside assistance. Such information 
was only available from studying the transcripts, there being 
naturally no statement on the death certificates to this effect.
A lead was obtained in the Register of Coronial Inquiries when 
juxtaposed surnames were identical, but the verdicts themselves 
did not give any indication of murder-suicide, since each 
verdict simply related to the cause of death for that individual. 
Some of the characteristics of this 9 percent of the sample are
shown in Table 18:
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Although only half of this total were true "murder-
followed-by-suicide" cases, three-quarters of them were
intended to be, and the other quarter may be open to question.
For example, in the last case the evidence strongly suggested
that the person was (or must have been - that tautological
argument) grossly mentally disordered to have allowed such a
situation to continue. All the male suicides here were achieved
by gunshot wounds: in two of the three males, news of a pending
court inquiry directly preceded the suicide, and in the third
male, a threat had been made to take out a Peace Order directly
following the weekend of the murder-suicide. In all four cases
the victim of aggression was a significant other in the person's
life, and there was either suggestion or evidence of heavy
drinking, which had been a source of domestic conflict. Except
for the only female, there was no evidence of recent medical
care which, in this case, had been for a physical condition for
which a surgical operation had been recommended. While cases
1(a) and 2 had connotations of active aggression, cases 1(b)
and 3 exhibited a more passive aggression, in one of the cases
this being directed towards a person other than the victims.
If the first three cases in Table 21 are considered as "murder-
followed-by-suicide" (the fourth essentially being a suicide
followed by suicide), then in this sample, three out of
forty-four suicides (7 percent) were coupled with murder, whereas
D.J. West's study in England and Wales found that only 1 percent
16of suicides were coupled with murder. West also quotes the
male-female ratio in these cases, which in Australia is about
173:1, in the United States 11:1, and in England 1.7:1. In 
this sample the ratio could be 2:1 (excluding the last case in 
Table 21), or 3:1 (including it), or 1:1 (excluding the two
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cases in which the victim was not actually murdered). The 
last ratio would be the official one, but the problem of 
categorisation is well illustrated here, especially when 
multiple dependent variables are involved.
(11) Possible Precipitating Factors:
In analysing the possible factors precipitating each
case of suicide, one could make inferences from the transcript
of the inquest, taking into account as far as possible the
restrictions operating on all participants at the inquest.
Hence, the precipitating factors cited here may simply be
superficial, common-sense notions of the types of situations
which may push a person over the edge, as it were, towards
committing suicide. Nine different categories, which appeared
to cover all the cases in the sample, were devised, as in
Table 22, 63.4 percent having multiple precipitating factors.
The category of mental illness as a precipitating factor was
defined to include all those people who had received any form
of medical care for nervous or emotional disorder, or had been
recommended for it by one or more persons in their social
network, in the six months prior to death. Although this may
appear to be labelling people as mentally ill because they have
sought help, as suggested by Gibbs and others, it was, in the
light of the evidence available, the only possible mode of
definition. Even this broad definition did not include some of
those in the sample who from the evidence appeared to be
mentally ill, for example, the last case in Table 13. If these
had been included I would have been guilty of paying tribute to
the tautological argument that because these people acted in a
18particular way they must have been mentally ill. Like 
suicide itself, the concept of mental illness almost defies
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definition, unless one accepts Szasz's idea that mental
19illness is only another name for "problems in living", in 
which case this category would be subsumed by all the others.
The category of physical illness included those with a fear of 
cancer, which was based on a disease that was not, in fact, 
cancer, and those with imagined, as well as real, heart disease. 
This is in line with Gibbs' thesis that anticipated disruptions 
are likely to be as important etiological factors in suicide as 
actual disruptions. Similarly, the category "recent change, or 
anticipated change, of status" included recent migration, 
marriage, re-marriage, temporary and permanent separation, 
recent or pending retirement, sudden financial gain, return to 
family following separation. The numbers and proportions are 
shown in Table 19:
- 114-
TABLE 19
Possible Precipitating Factors 
the A.C.T. Sample:
Possible Precipitating 
Factor
1. Mental Illness,arbitrarily 
defined as emotional dis­
order for which help had 
either been recommended or 
sought in previous six 
months
2. Physical Illness, includ­
ing real or imagined heart 
disease, cancer, and 
infertility problems
3. Bereavement
4. Work Problems, including 
difficulties in getting 
work done, e.g., thesis 
writing, or holding down 
jobs, or in relationships 
at work
5. Financial Problems, in­
cluding gambling
6. Pending Court inquiry
7. Heavy alcohol consumption
8. Interpersonal conflict with:
(a) spouse
(b) de facto spouse
(c) others
9. Recent, or anticipated, 
change of status, including 
recent or pending migration, 
marriage, re-marriage, 
retirement, separation, 
return to family after 
separation, sudden financial 
gain
10. Not known
in Self-inflicted Deaths in
Sex % of Total
Male Female Total Sample
13 9 22 50
7 5 12 27.2
3 3 6 13.6
3 2 5 11.3
9 1 10 22.7
5 - 5 11.3
8 3 11 25
8 2 10 22.7)
2 - 2 4.5)
2 - 2 4.5)
31.7 *
6 6 12 27.2
3 _ 3 4.5
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From Table 19 the most predominant precipitating 
factor is mental illness, followed by interpersonal conflict 
with either spouse or others, followed by physical illness, 
heavy alcohol consumption, and recent change of status. The 
majority of the people in the sample (30) appeared to have 
multiple precipitating factors, and of the minority (11) who 
had only single precipitating factors, mental illness was that 
factor in most (7). This finding supported the impression 
mentioned in Chapter IV that, at the inquest, when there is a 
history of recent medical, especially psychiatric, treatment, 
there is often not much evidence coming forth from other sources 
to help in deciding which were the precipitating factors in this 
case of self-inflicted death. In the mentally ill persons in 
which there were other factors elicited, these were tabulated 
as in Table 20:
TABLE 20
Additional precipitating factors in people with mental illness 
(n=15):
% of Mentally 111
Precipitating people with additional
Factor No. Precipitating Factors
Physical illness 2 13.3
Bereavement 2 13.3
Work problems 4 26.6
Financial problems 3 20
Pending Court inquiry 2 13.3
Heavy alcohol consumption 2 13.3
Interpersonal conflict with: 
(a) spouse 3 20
(b) others 1 6.6
Recent change, or anticipated 
change, of status 7 46.2
To compare the above proportions with those in the
sample who were not categorised as having mental illness as a
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precipitating factor, the following Table was constructed:
TABLE 21
Comparison of proportions between Precipitating Factors in 
those with Mental Illness as one of the precipitating factors, 
and those without Mental Illness:
% of Total of % of Total of
those with mental those without
Precipitating illness mental illness
Factor (n=15) (n=19)
Physical Illness 13.3 52.6
Bereavement 13.3 15.7
Work problems 26.6 5.2
Financial problems 20 36.8
Pending Court inquiry 13.3 15.7
Heavy alcohol consumption 13.3 47.3
Interpersonal conflict with: 
(a) spouse 20 36.8
(b) others 6.6 5.2
Recent change, or anticipated 
change, of status 46.2 26.3
From Table 21 it appears that in those with mental 
illness as a precipitating factor in their suicide, work 
problems and recent change or anticipated change of status 
played a much larger part among additional factors than they 
do in those without evidence of mental illness as a 
precipitating factor. In the latter group, physical illness, 
financial problems, heavy alcohol consumption, and marital 
conflict played a larger part than in the former. As many of 
these factors are mutually interdependent and some of them, 
for example, alcoholism, may in themselves be indicative of 
underlying psychopathology, it is difficult to say whether some 
of the factors appearing to be more prevalent in the non-mentally 
ill may partly be a product of the inquest situation. For 
instance, "heavy alcohol consumption" and "interpersonal
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conflict' with the spouse may not have been revealed in 
statements at the inquests of mentally ill people simply 
because they were likely to be better tolerated and hence 
not considered worthy of mention in people who were labelled, 
or regarded as, mentally ill. On the other hand, people with 
mental illness may have been less able to cope with the 
disruptive situations implied in the broad category of "status 
change", or the status change may have been the result of 
mental illness.
Thus, Gibbs' concept of "disruptions of social relations" 
as the etiological factor in suicide has been broken down in 
this section into nine main categories of precipitating factors, 
one at least of which was operating in 91 percent of the sample. 
Further breakdown of types of status change may be of benefit 
in comparing which are the most significant types operating in 
the mentally ill, as opposed to the non-mentally ill categories, 
but this will not be studied in further depth here because it 
would be best revealed by individual case studies. In the total 
sample, interpersonal conflict with others, particularly the 
spouse, was the most prominent factor, after mental illness.
Such a finding tends to confirm the interpersonal theories of 
suicide, and disaffirm those in which social isolation (in the 
physical sense) has been postulated as the most important element 
in the etiology of suicide.
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CHAPTER VII
Conclusion
(a) Summary:
This thesis has attempted to show the degree to which 
there has been a synthesis of the sociological and medical 
perspectives on suicide, and the gaps which still exist. The 
foregoing chapters have referred to a criss-crossing between 
the disciplines, in that some sociologists have turned to the 
study of characteristics of individual suicides, and some 
medical researchers have turned to the study of suicide rates, 
whereas until recent times the reverse situation applied. 
Superficially, one might regard such criss-crossing as evidence 
of not only one facet of the synthesis of the two perspectives, 
but of the sociologist's assuming the research role of the 
psychiatrist, and vice versa.
However, this would be overlooking the fact that most 
of this diversified research has not consciously aimed at 
either the adoption of, or the convergence towards, the opposite 
discipline. Rather, it has resulted from the recognition of 
some of the unique methodological problems surrounding suicide 
research. Also, a relevant issue may be that when sociologists 
do focus on individual case studies they are usually looking at 
either records or notes (with all their limitations) of persons 
who are now dead. Psychiatrists, on the other hand, have been 
more likely to examine records (again with limitations) based 
upon interviews with live persons who have either attempted or 
committed suicide. The small amount of published medical work
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on the completed suicide tends to reflect both the doctor's 
and the society's fearful attitude towards death. By turning 
to the study of suicide attempts and suicide rates, rather 
than the study of individuals who have completed suicide, 
doctors are to some extent deflecting from themselves the 
feelings of guilt and despair which are commonly associated 
with the taboo topic of death.
Suicidal death evokes special feelings of guilt and 
despair in all who have been associated with a suicide victim. 
Respect for these feelings is part of the legal setting in 
which suicide is defined, as shown by the coroner's reluctance 
or inability to return a verdict of suicide unless the evidence 
is beyond all reasonable doubt. This is also one of the basic 
tenets of justice - that all are assumed innocent until proven 
guilty. It has been noted that the function of the inquest is 
to eliminate the possibility of "suspicious circumstances" and 
to establish the cause of death, rather than to punish the 
victim's relatives, who have already suffered enough. Most 
statistical bureaus recognise the humanitarian attitude taken by 
coroners in these cases, and some make further investigations 
of doubtful verdicts. Although this is done with the aim of 
improving the accuracy of suicide statistics, there is a 
possibility that over-estimation rather than under-estimation of 
the statistics may result, because of the lifting of social and 
legal restrictions from people who are not personally responsible 
for the decisions made for, or about, individuals, alive or 
dead. The role of the coroner and of the doctor is thus very 
different from that of the sociologist and of the statistician.
The second facet of synthesis of the two perspectives
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has been in the increasing attention given to disturbed 
interpersonal relationships as a variable in the precipitation 
of suicide. Gibbs, on the sociological side, has enunciated 
this thesis as a step on the way to synthesis of the
perspectives.'*' On the medical side, such authors as Maddison
2 3 4and Mackey, Rosenbaum and Richman, Kobler and Stotland, are
among those who have paid tribute to the importance of viewing
psychiatric patients in the context of their interpersonal
network. In so doing, they are implicitly paying tribute to
Gibbs' thesis.
(b) Implications for Suicide Prevention:
The meeting ground for sociology and medicine must lie 
in relating the characteristics (static and dynamic) of persons 
who have completed suicide, to the prevention of suicide. In 
other words, the combination of forces, at the research level, 
should lead to the implementation of better preventive measures, 
which are seen as necessary because suicide rates in general 
are not diminishing. This fact, along with the fact that many 
epidemic diseases which once carried high risk of mortality have 
now been eliminated, has perhaps led to an increasing 
involvement of the doctor in the area of suicide and its 
prevention. The technological progress responsible for the 
elimination of certain physical diseases has also resulted in 
the easier availability of drugs which can be used for committing 
suicide, as much as for their essential purpose of curing 
illness. Some forms of mental illness, now often treated with 
drugs prescribed by doctors, are inextricably bound up with 
the possibility of suicide, which is the paramount medical 
concern in dealing with the patients who are suffering from them.
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However, on a broader scale, the study of the 
completed suicide by both sociologists and medical 
practitioners could be of value in assessing which factors, 
in what circumstances, are the most likely to precipitate 
suicide. If more were known about the people who have 
completed suicide, then more successful steps might be taken 
to avert this form of death. The thesis has pointed out the 
difficulties in discovering information at the interpersonal 
level, but it has also shown, especially in the A.C.T. Sample, 
that there are sometimes hidden depths worth plumbing at this 
level. Personal follow-up of people who have given evidence at 
the inquest would be one way of revealing these depths. These 
witnesses usually constitute part of the victim's social 
network and may be prepared (in the interests of research) to 
give information which they would not necessarily provide either 
for the police or the court.
One gap in the use of coroners' records, also noted by
Douglas, was that there was no way of knowing how the information
for police statements was collected. For instance, how were
people selected for questioning, and what questions were they
asked? A format of questions drawn up by sociologists and
medical practitioners working in conjunction might help to
uncover more adequately the patterns of social disruptions
operating in populations of completed suicides. The combined
epidemiological and case study approach presently being conducted
£in England by Sainsbury and others, referred to in Chapter IV, 
involves such an interdisciplinary perspective.
Another gap in research on suicide lies in the 
definition of which cases of self-inflicted death should be
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called suicide. This may be overcome, to some extent, by 
several researchers working independently on the same individual 
case records and subsequently comparing notes on the verdicts 
which they reach, always bearing in mind the possibility that 
it is easier to label a death as suicide when there is no one 
present who is likely to be personally affected by such a label. 
In this respect, the research situation is in direct contrast 
to the inquest situation.
Finally, there is the question of attitudes towards 
suicide which appear to require further exploration in order to 
discover whether the stigma which allegedly surrounds suicide 
actually exists, or is simply a belief carried over from the 
days when the laws in this area were harshly retributive towards 
the relatives. If stigma, in relation to suicide, were found 
to be merely a fallacy, then perhaps coroners may exhibit less 
diffidence in returning a suicide verdict and there would be no 
reason for further research at the definitional level.
Hence, research into the causes of suicide (so far as 
these can ever be ascertained) is the logical first step towards 
prevention of suicide. Suicide prevention centres, originally 
conceived in a spirit of multidisciplinary cooperation, have not 
been contacted by most of the people who have completed suicide. 
As Murphy has noted: "... It is not their (the prevention 
centre's) fault that the self-selection of callers results in 
a low yield. Persons thinking of suicide rarely call." This 
fact may be to the credit of the centres, in that they help to 
prevent the people who do contact them from reaching the stage 
of wanting to commit suicide. Because the person contemplating 
suicide does not usually come forth and identify himself at
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prevention centres, he must be sought in other ways. As many 
studies, including the A.C.T. sample, have shown, he may have 
made recent contact with a medical practitioner because of 
either physical or mental symptoms, or he may have made some 
form of suicidal communication to a person or persons in his 
social network. The result of appealing to both these 
potential sources of help has obviously not been successful 
in each case where suicide has occurred. Therefore, what appears 
to be required is more medical and public education of the 
recognition of danger signals and how to deal with them. This 
will only be discovered by retrospective studies of the 
completed suicide, with the aim of increasing the efficiency of 
prediction.
Some of the A.C.T. findings, for example, were completely 
unpredicted on the basis of prior knowledge gained from studies 
in other situations, where social isolation has been positively 
correlated with the suicide rate. Among the unexpected findings 
in the sample were:
(1) the relatively high proportion of married people with 
children;
(2) the low proportion of single people;
(3) the low proportion (or complete absence) of separated 
people until the true status was unmasked from the 
inquest records, when it was found that this category 
formed a higher proportion than in the general population;
(4) the higher proportion among English-speaking migrants, 
long after their migration, than among non-English- 
speaking, recently arrived migrants;
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(5) the high proportion linked with aggression directed 
against others;
(6) the high proportion in which mental illness and 
interpersonal conflict with others appeared to be a 
precipitating factor in their suicide.
All the above findings tend to refute the social 
isolation theories of suicide and affirm the interpersonal ones, 
such as Gibbs' "disruptions of social relations" thesis. Most 
of the information on social disruptions was obtainable only 
from inquest transcripts. Although these represent the tip of 
the iceberg, they revealed certain inconsistencies in statistical 
categories which made a substantial difference to the 
interpretation that could be placed on the proportions relating 
to the variables concerned. Therefore, a closer examination of 
the types of social disruptions operating within different 
demographic categories, including the points of the life cycle 
at which they operate, as well as a more comprehensive study 
over time and social background would go far towards providing a 
more adequate profile of the completed suicide. It is in this 
type of integration of research method and findings that 
synthesis of the sociological and medical perspectives would be 
of greatest value.
At the practical (as opposed to the research) level, in 
our present state of knowledge, the potential for suicide- 
prevention appears to lie in the hands of the medical profession. 
This is because (a) doctors have been recently contacted in a 
proportion of those who have committed suicide, and (b) they 
may, unwittingly, provide the wherewithal for committing suicide. 
The solution therefore lies in:
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(1) more efficient medical education in the recognition 
and treatment of the mental illnesses which carry 
high risk of suicide, and
(2) the devising by medical personnel of public 
educational programmes based on both the symptoms of 
these illnesses and the interpersonal methods of 
dealing with them, as derived from research along the 
lines suggested above.
The acquisition and transmission of such knowledge may be steps 
towards the diminution of suicide rates.
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were analysed before, during, and after a nine month 
newspaper strike in that city, and Motto found that two 
very noticeable changes took place during the strike. 
First, there was a substantial decline in the officially 
recorded suicide rates of women below the age of 
thirty-five; and second, for the first time ever recorded, 
the rate at which men committed suicide by swallowing 
pills exceeded that of women. The author stressed the 
need for caution in interpreting these results.
40. This is probably because the initial investigation by
the police of car "accidents" is not geared towards the 
likelihood of suicide. Coroners who leave the verdicts 
on car accidents "open" are implicitly paying tribute to 
the possibility of suicide, which in these cases, of 
course, would be very difficult to prove. The absence of 
skid marks when the brakes are in good condition is a 
pointer, but not proof. For some examples of different 
search procedures, see Douglas, pp.186-188.
41. Douglas: p.197.
42. P. McCarthy and D. Walsh: "Suicide in Dublin", British
Medical Journal, Vol.l, 4 June, 1966, pp.1393-6. (Quoted 
in Atkinson, p.178).
43. This may be taken as the ultimate index of others being
present, because of relative rarity (18 percent of cases), 
and the expense involved.
44. B.M. Barraclough: "The Effect that Coroners have on the
Suicide Rate and the Open Verdict Rate", Psychiatric 
Epidemiology (eds. E. Hare and J. Wing), London, 1970, 
p.365.
45. Jervis on Coroners: (p.181) says this verdict may be
recorded only "if there is insufficient evidence to record 
any of the other suggested verdicts ... It should be 
noted that an open verdict is thus only to be used in the 
last resort ... A coroner should not abnegate his duty 
of reaching a positive verdict merely because there is 
some doubt on some minor point ... There may, however,
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be cases in which it is impossible to decide whether 
the death was an accident or suicide, and in such cases 
an open verdict is legitimate".
46. Barraclough: p.363, adds that it would be convenient
(although surprising) if there was a generally accepted 
standard as to what constituted this "don't know" 
category.
47. P. Sainsbury: "The Social Relations of Suicide: The
Value of a Combined Epidemiological and Case Study 
Approach", Social Science and Medicine, Vol.6, No.2, 
April, 1972, pp. 189-198.
48. Sainsbury: p.168. In relation to accuracy of causes of
death in England, the recent Brodrick committee (quoted 
f.n. 22) has recommended changes in the duties of coroners 
to reduce this percentage of error. One recommended 
change is that because extra autopsies and inquiries will 
be needed, many unnecessary inquests could be dispensed 
with as in "... obvious cases of suicide, certain road 
accident deaths ... etc." (p.498). I would suggest that 
such a step would detract even more from the accuracy of 
suicide statistics, as it would remove a potentially 
valuable, if limited, source of data. As has been noted, 
more rather than less investigation of the two types of 
death mentioned would be desirable.
49. World Health Organization: "The Prevention of Suicide",
Public Health Papers, No. 35, Geneva, 1968, p.ll.
50. Although Gibbs, Suicide (p.14) states that under-estimation 
of rates is only an assumption - there could just as easily 
be over-estimation, and that independent field studies 
should be carried out to test the assumption.
51. A. Stoller and J. Krupinski: "Historical Note on Completed
Suicides in Australia: Introduction", (Correspondence
Column), Medical Journal of Australia, Vol.l, February 12, 
1972, p.335, possibly referring to such newspaper articles 
as "Suicidal Peril Soars in Youth", The Sunday Australian, 
December 12, 1971; "On Our Way Up a Suicide Scale" by 
Barbara Hall, The Australian, December 20, 1971; "Suicide 
in Australia: A Challenge to Us All", by Gordon Hawkins, 
The Australian, December 3, 1971.
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52. Stoller and Krupinski: p.335. (This is in contrast to
a claim reported to have been made by Sainsbury in The 
Sydney Morning Herald, June, 1972, that the Women's 
Liberation Movement was a cause of the increasing 
suicide rate among women in western societies - "the 
increased freedom and responsibility achieved by women 
could be making them more liable to become suicide 
statistics".)
53. A method first suggested by Edwards and Whitlock in
Brisbane, the rationale being that people have time to 
think twice while unwrapping individual foil packs of 
tablets, while they do not if they consume the contents 
of a bottle.
54. Stoller and Krupinski: p.335.
55. R. Oliver and B. Hetzel: "Historical Note on Completed
Suicides in Australia: Introduction", (Correspondence
Column), Medical Journal of Australia, Vol.l, April 8, 
1972, pp. 776-777.
56. Oliver and Hetzel: p.777.
57. Oliver and Hetzel: p.777.
58. R.G. Oliver and B.S. Hetzel: "Suicide Rates in Australia
and Sedative Availability", Medical Journal of Australia, 
Vol.2, October 21, 1972, pp.919-923.
59. J. Barry: "Suicide and the Law", 5 Melbourne University
Law Review, 1, 1965, p.14.
60. Barry* p.16.
61. Barry: p.15, quoting from Clause 1191 of Standing Orders 
of the Victorian Police Force: "the approach to this
problem of our Police is that we feel a prosecution rather 
aggravates the condition of the would-be suicide, and the 
circumstances and the person's background are fully 
examined and where psychiatric treatment is arranged and 
some person, e.g., a near relative will show an interest 
in the would-be suicide, a prosecution is not undertaken".
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62. Which apparently was the case elsewhere than Victoria.
See Watson and Purnell: Criminal Law in New South Wales,
Sydney, 1971, (p.122) "... as a matter of procedure the
offence of attempted suicide is not prosecuted and we 
have not been able to discover a reported Australian 
case". However, I know of one person prosecuted within 
the last few years for this offence in the Australian 
Capital Territory, who claimed that the punishment had 
a catharctic effect.
63. C. Howard, Australian Criminal Law, Melbourne, 1971, 
p. 25.
64. For some examples of these dangers, especially in
relation to institutionalised psychiatry, see: R. Arens: 
Make Mad the Guilty, Illinois, 1969; T. Scheff: Being
Mentally 111, Chicago, 1966; S. Halleck: Psychiatry and
the Dilemmas of Crime, New York, 1967; T. Szasz: Law,
Liberty and Psychiatry, New York, 1963; T. Szasz: 
Psychiatric Justice, New York, 1965; T. Szasz: The
Manufacture of Madness, New York, 1970. In Szasz's 
Law, Liberty and Psychiatry (p.221)he gives an extreme 
example of Soviet paternalism (having previously pointed 
out that the totalitarian state regards the individual as 
a confused child, while the democratic state is supposed 
to regard the individual as a rational adult). The 
following example is presumably to frighten off the 
advocates of more power for the therapeutic state:
"A young man was treated badly by his stepmother, and 
his father acquiesced in the maltreatment. As a result, 
the boy grew despondent and committed suicide. Although 
suicide is not a crime in Soviet Russia, treating a child 
badly and driving him to suicide is. The parents were 
brought to trial, and the stepmother, a teacher, was 
sentenced to five years' deprivation of liberty and 
deprived of the right to teach for five years thereafter. 
The father, a neuropathologist, was sentenced to two 
years' deprivation of liberty for the crime of bringing 
a minor to suicide". As Szasz notes, this "vengeful 
legislation" may appeal to some because it affixed blame 
where it frequently lies - but how can such laws be 
administered equitably? Why try only parents whose 
children commit suicide? Why not also hospital 
psychiatrists whose discharged patients commit crime 
or fall ill again? And so on. Thus, in Russia, the 
powers of paternalism appear more punitive than if suicide 
itself were retained as a crime.
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1. All the people in the sample resided within the city of 
Canberra. Also, during the last ten years there have 
been only about 2,500-3,000 people living outside the 
city, in the Australian Capital Territory, as is shown 
in the following Table:
Population Numbers 
Canberra
Year A.C.T. City
1962 66,173 63,821
1967 103,592 100,938
1970 133,050 130,248
figures were obtained from the A.C .T. Statistical
Summary, Commonwealth Bureau of Census and Statistics, 
Canberra, Australia, 1971, p.9.
2. F. Lancaster Jones: "A Social Profile of Canberra, 1961",
Australian and New Zealand Journal of Sociology, Vol.l 
No.2, October, 1965, pp. 109-110. In 1954 the public 
service workforce comprised 72 percent of the total 
workforce.
3. H. Stretton: Ideas for Australian Cities, Adelaide, 1970,
p. 34
4. G.J.R. Linge: Canberra, Longman's Australian Geographies
(ed. G. Lawton) , Adelaide^ 1965, p.7, points out that 
Canberra's growth is also greater than any other Australian 
town of comparable size.
5. Australian Capital Territory Statistical Summary, 1971, 
Commonwealth Bureau of Census and Statistics, Canberra, 
Australia, p.9.
6. Jones: p.110, and Stretton, p.37.
7. Stretton, p.37.
8. Jones: p.110-111.
- 158-
REFERENCES AND NOTES: CHAPTER V - 3-yr. Study of A.C.T.Coroners' Records: Method - contd.
9. Stretton: p.35, where he quotes the first view as being
the conventional one accepted by the National Capital 
Development Commission as the cause of growth until the 
early 1960s, when the NCDC came as near as it had ever 
been to disaster, as the unexpected population outstripped 
the supply of developed housing land. As a result prices 
rose, as did b uyers' tempers, and the parliament's 
vigilance. Since then, the developed land has been 
"banked" ahead of need, and the NCDC's annual reports have 
contributed to giving the final general reasons for growth, 
as stated by Stretton.
10. Stretton: p.37.
11. A.C.T, Statistical Summary, 1971 (from 1966 Census), p.21.
12. See B.L. Hennessy: "Planning a Psychiatric Service for
the Australian Capital Territory", Australian and New 
Zealand Journal of Psychiatry, Vol.l, No.4, December, 
1970, p.168.
13. Hennessy: p.168.
14. Stretton: p.57.
15. The lack of such cheap property for adolescents implies 
that in Canberra they are expected to live either in 
hostels or at home until they marry, since the Canberra 
planners cannot afford to build new accommodation for 
them when there are needy families awaiting homes, and 
the population numbers do not strictly require it 
(Stretton, p.39). For old people, few in number, it 
probably means that they also must live under the same 
roof as their married children, wherever possible.
16. For example secondhand shops, backyard trades, pensioners' 
clubs, artists' studios, etc.
17. Stretton: p.40.
18. See for example H. Wechsler: "Community Growth,
Depressive Disorders and Suicide", American Journal of 
Sociology, Vol.67, 1961-62, p.9. In this study of fifty 
Massachussets communities, Wechsler found that rapidly 
growing communities tend to produce significantly higher 
rates of hospitalised depressive disorder and suicide, 
but not of schizophrenia, alcoholism, and other mental 
disorders.
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19. B.W. Barraclough: "The Effect that Coroners have on
the Suicide Rate and the Open Verdict Rate", Psychiatric 
Epidemiology (ed. E. Hare and J. Wing), Oxford University 
Press, 1970, p.365.
20. J. Douglas: The Social Meanings of Suicide, Princeton,
New Jersey, 1970, p.204.
21. See for example Seager and Flood: "Suicide in Bristol",
British Journal of Psychiatry, Vol.lll, No. 479, October 
1965, and McCarthy and Walsh, "Suicide in Dublin",
British Medical Journal, 4 June 1966, in both of which 
studies the authors believed that the numbers of suicides 
recorded by the coroners were under-estimated. According 
to Seager and Flood (p.929), this information was 
collected "... not in any way to criticize the coroner, 
but rather to point to two facts. Firstly, that there may 
be half as many again possible suicides amongst the deaths 
reported as due to accidents, misadventure, or with open 
verdicts. Secondly, in this particular sample at least, 
about a third of the deaths examined by the coroner were 
possibly due to suicide, this verdict being reached in a 
quarter of the cases".
22. Which involves the making of a presumption as to what
constitutes "socially disruptive circumstances", so that 
the argument, again, becomes circular.
23. Douglas: pp.350-383.
24. Douglas: p.352.
25. Such as a person with diabetes omitting self-administered 
insulin.
26. Douglas: p.352. This type of death, discussed under the
heading of "The degree of central integration of the 
decision of an actor who decides to initiate an action 
that leads to the death of the actor" is excluded from 
Douglas' consideration in this context because: (1) the
subject is immense in itself; (2) modern students of 
suicide have largely agreed that it is not a worthwhile 
argument; and (3) he had already considered some parts of 
the argument in relation to whether an individual can ever 
be rightly said to kill his "self".
27. Douglas: p.354.
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28. Gibbs: Suicide, p.2.
29. The classification in the Coroners' Register (as distinct 
from the Register of Coronial Inquiries) which does 
categorise the causes of death according to the year of 
death (not the year of inquiry), has for "Suicide" and 
"Open Verdict" the following numbers for the appropriate 
years:
Year
of Death Suicide
Open
Verdicts
1969 11 4
1970 9 4
1971 13 5
Of these open verdicts, I have included in the sample 
the following: four for 1969, four for 1970, and one for
1971. The police reports, however, do not appear to 
include an open verdict category - all self-inflicted 
deaths seem to be classified as "suicides". For example, 
in the Annual Statistical Report 1970-71 re Coronial 
Matters (A.C.T. Police), 1st July, 1970-30th June 1971, 
of the thirteen deaths classed by the police as "suicide", 
three had been left "open" by the coroners.
30. Alcoholism in this study was included more as a
precipitating factor in the suicide, as elicited from the 
history, than from evidence of physical changes or blood 
level at autopsy, since in many cases the lapse of time 
between death and autopsy precluded an objective assessment 
of the latter.
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1. Gibbs: Suicide, p.17.
2. See, for example, P. Sainsbury: "The Social Relations 
of Suicide", Social Science and Medicine, Vol.6, No.2, 
April,1972, p.189, regarding the high incidence of 
suicide among the elderly of westernised cultures 
compared to the low incidence in cultures which value 
their elderly.
3. N.F. Lowenthal and D. Chiriboga: "Transition to the
Empty Nest: Crisis, Challenge or Relief?", Archives of
General Psychiatry, Vol.26, No.l, January, 1972, pp.8-14.
4. Although this is contrary to expectation, G. Murphy in 
"Clinical Identification of Suicidal Risk", Archives of 
General Psychiatry, Vol.27, No.3, September, 1972, p.358, 
points out that one of the most easily overlooked facts 
is that the majority of suicides are married, not single, 
widowed, separated, or divorced.
5. J. Krupinski and A. Stoller: "Family Life and Mental
Ill-Health in Migrants", New Faces (ed. A. Stoller), 
Melbourne, 1966, p.143.
6. F. Whitlock: "Migration and Suicide", Medical Journal of
Australia, Vol.2, October 23, 1971, p.840.
7. The overseas countries represented and the corresponding 
numbers Of deaths in the sample are as follows:
England 4 Northern Ireland 1
Canada 1 Lebanon 1
Poland 1 Italy 1
Scotland 2 Germany 3
Yugoslavia 1 China 1
Estonia 1 Czechoslovakia 1
8. Whitlock: p.847.
9. G. Murphy and E. Robins: "The Communication of Suicidal
Ideas", Suicidal Behaviors,(ed. H. Resnik), Boston, 1968, 
p.167.
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10. This figure is in keeping with other findings, for
example, those referred to in A. Kobler and E. Stotland: 
The End of Hope, New York, 1964, p.5. The authors note 
that "... it seems clear that if previous attempts are 
used as an indicator of suicide-proneness, most of the 
actual suicides would remain unpredicted".
11. Kobler and Stotland: p.10.
12. P. Burvill: "Suicide in Western Australia, 1967: An
Analysis of Coroners' Records", Australian and New Zealand 
Journal of Psychiatry, Vol.5, No.l, March, 1971, p.43. 
Other sources finding a high percentage of suicides who 
have been under psychiatric care in the preceding twelve 
months are also cited on the above page.
13. Burvill, for example (p.41) found three patients in his 
sample of one hundred and fourteen who had an initial 
appointment to see a psychiatrist at the time of their 
suicide. Also, C. Seager and R.A. Flood, "Suicide in 
Bristol", British Journal of Psychiatry, Vol.lll, No.479, 
ctober, 1965, p.931, refer to the finding that twelve of 
their sample of three hundred and twentyfive committed 
suicide just before their psychiatric appointment. They 
stress the need for urgent hospital admission in any cases 
of mental disorder in wThich there is a possibility of 
suicide, and note that it is unlikely that a service such 
as the "Samaritans" will be able to deal with this type 
of problem, where urgent psychiatric treatment is needed 
rather than counselling and support.
14. B. Barraclough: "A Medical Approach to Suicide
Prevention", Social Science and Medicine, Vol.6, No.6, 
December, 1972, pp.665-670, refers also to the important 
role of social work and the improvement of poison 
treatment services in prevention of suicide.
15. R. Oliver and B. Hetzel: "Rise and Fall of Suicide Rates
in Australia: Relation to Sedative Availability",
Medical Journal of Australia, Vol.2, October 21, 1972, 
p.922. The overall suicide rate in Australia has 
dropped for both males and females since 1967, and the 
authors point out that the new classification of an 
"undetermined" category in 1968 has had little effect on 
the suicide rates, in that diversion from the "suicide" 
to the "undetermined" categories has not occurred.
Rather, deaths now recorded as "undetermined" would, 
under the former schedule, have been classified as 
"accidental" deaths.
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16. D.J. West: Murder Followed by Suicide, London, 1966,
P-1-
17. West: p.8.
18. On the other hand, many of these people escaped the 
label of "mental illness" simply because the inquest 
evidence did not show that they had sought help from 
anyone. Perhaps the degree of mental disorder is 
greater in some of these cases than in those who have 
sought help, but in terms of numbers, one group may 
counterbalance the other.
T. Szasz: The Myth of Mental Illness, London, 1961,
pp. 296-297.
19.
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1. J. Gibbs: Suicide, (ed. J. Gibbs), New York, 1968,
p. 17.
2. D. Maddison and K. Mackey: "Suicide: The Clinical
Problem", British Journal of Psychiatry, Vol.112, No.488, 
July, 1966, pp.696-697.
3. M. Rosenbaum and J. Richman: "Suicide: The Role of
Hostility and Death Wishes from the Family", Abstracts 
of Papers, The Fourth International Congress of Social 
Psychiatry, Jerusalem, May, 1972, p.144.
4. A. Kobler and E. Stotland: The End of Hope, New York,
1964, p.l.
5. J. Douglas: The Social Meanings of Suicide, New Jersey,
1970, p.186. The same problem in regard to psychiatrists' 
records is referred to on p.261 of this volume.
6. P. Sainsbury: "The Social Relations of Suicide: The
Value of a Combined Epidemiological and Case Study 
Approach", Social Science and Medicine, Vol.6, No. 2, April, 1972.
7. G. Murphy: "Clinical Identification of Suicidal Risk",
Archives of General Psychiatry, Vol.27, No.3, September, 
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